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ABSTRACT OF THE DISSERTATION
HIV KNOWLEDGE, ATTITUDES, AND SEXUAL RISK BEHAVIORS AMONG
WOMEN FROM TRINIDAD
by
Rosemarie Graczkowski
Florida International University, 2018
Miami, Florida
Professor Sandra Gracia Jones, Major Professor
Currently, the Caribbean has the second highest new cases of HIV infection, only after
Sub-Saharan Africa. Women are becoming disproportionally more at risk for HIV/AIDS,
mainly through heterosexual contact. The purpose of this dissertation study was to
evaluate HIV knowledge, attitudes, and sexual risk behaviors among Trinidadian women.
A sample of 113 participants was recruited for this study. The Theory of Planned
Behavior (TPB) and Purnell Model of Cultural Competence were used to guide this
study. Data were gathered using the HIV Knowledge Questionnaire (HIV-KQ-18),
Condom Attitude Scale (CAS), Safe Sex Behavior Questionnaire (SSBQ), and a
demographic questionnaire. Data were analyzed using statistical analysis software
package (SPSS) version 22. Descriptive and Frequencies, Pearson product-moment
correlation coefficient (r), one-way between groups ANOVA, and Multiple Regression
analyses were implemented to assess HIV knowledge, attitudes about condom use,
religious beliefs, level of education, and substance use among Trinidadian women. The
results of this study indicated that level of education and race/ethnic backgrounds were
associated with HIV knowledge among Trinidadian women. Religious beliefs had a
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negative correlation with attitudes about condom use. Also, there was a positive
correlation between attitudes about condom use and safer sexual behaviors. The
empirical knowledge obtained from this study can be used to provide a baseline for
healthcare providers and policy makers to develop culturally aware, gender-relevant
interventions to decrease the rate of HIV infection among Trinidadian women.
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CHAPTER I
INTRODUCTION
The Caribbean is the second leading region of new HIV/AIDS infections globally,
behind Sub-Saharan Africa, which emphasizes the magnitude of the epidemic
(Sutherland, 2014). The Caribbean was first confronted with the HIV/AIDS epidemic in
1981 with the first cases of AIDS recorded in Haiti (Bartholomew, Raju, & Jankey,
1983). HIV/AIDS prevalence is greater than 1.5% in the following Caribbean countries:
Bahamas, Jamaica, Haiti, and Trinidad and Tobago (Averting HIV and AIDS [AVERT],
2012). Since the first case of HIV was identified in Trinidad in 1983 in a homosexual
male (Bartholomew et al., 1983), the prevalence of HIV/AIDS has reached greater than
2% among adults, ages 15-49 years old, with more than half of new infections among 1524 year olds (Jones, Modeste, Marshak & Fox, 2013; Deveaux et al., 2011; Wood, 2010;
Dixon-Mueller, 2009).
Trinidad and Tobago is a twin island country that is a part of the Caribbean with
an estimated population of 1.3 million people. They are the most southerly islands in the
Caribbean and are located approximately seven miles off the coast of Venezuela.
Trinidad is larger and more populated than Tobago. Trinidad and Tobago have a diverse
ethnic population with the two most prominent ethnic groups being of East Indian
descent (40.03%) and of African descent (37.52%). The remainder of the people are of
mixed descent (20.46%), and others (2%) including Chinese, Syrian-Lebanese, and
Caucasians (Central Statistical Office [CSO], 2016).
Trinidad and Tobago is a multiracial county, with a large number of the
population being racially mixed, especially among East Indians and Africans. In certain
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countries in the Caribbean, especially where East Indians inhabit, children born to one
East Indian parent and one African parent are often referred to as “Douglas” (Mangla,
2016). The term dougla derives from the Indic language and roughly translated as hybrid
or impure breed (Mangla, 2016).
There are several different religions in Trinidad and Tobago and many of its
citizens consider themselves religious. The two largest religions are Roman Catholics and
Hindus. Muslims, Baptists, Presbyterians, and Methodists are also practiced faiths but on
a smaller scale (National HIV and AIDS Strategic Plan 2013-1018 [NSP], 2013). Many
religious institutes instruct women to obey their husbands, therefore questioning or
confronting male sexual partners about sexual behaviors and requesting the use of
condoms during intercourse are considered violations of cultural and religious customs,
and may not be supported by the community or religious leaders (Padilla, GuilamoRamos, Bouris, & Reyes, 2010; Williams, Newman, Sakamoto, & Massaquoi, 2009).
Additionally, religious groups and leaders are more inclined to oppose the use and
distribution of condoms, believing it could increase unchaste and promiscuous behaviors
(Padilla, et al., 2010; Williams et al., 2009).
Trinidad and Tobago is considered to be a patriarchal society. Consequently,
females tend to lean towards conservatism, while men are allowed to be more permissive
(NSP, 2013; Voisin & Dillon-Remy, 2001). These social nuances reinforce abstinence
for females, while promiscuity for single males is common, and even reinforced (NSP,
2013; Voisin & Dillon-Remy, 2001). Resultantly, these women are more submissive and
accepting when their sexual partner(s) refuse to use condoms during intercourse, putting
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them at a higher risk of contracting HIV/AIDS and other sexually transmitted infections
(STIs).
The estimated prevalence of HIV/AIDS in Trinidad and Tobago is greater than
2%, accounting for an estimated 15,000 infected individuals (Caribbean Medical News,
2014; AVERT, 2012; Trinidad and Tobago Office of the Prime Minister, 2011).
Although progress has been made in the prevention of the HIV/AIDS epidemic, it still
remains the eighth leading cause of mortality in Trinidad and Tobago, with three new
cases of HIV infection every day (NSP, 2013).
Background
The first AIDS case was identified and documented in the United States (US) in
1981 (Gottlieb et al., 1981). At the beginning of the AIDS epidemic, HIV/AIDS in the
US was most prevalent among men, reinforcing a belief that HIV/AIDS only affected
certain populations which included men who have sex with men (MSM), intravenous
(IV) drug users and abusers, people suffering from hemophilia, and Haitians (Centers for
Disease Control and Prevention [CDC], 2014a; Schnider & Stoller, 1995). Due to this
belief, the risk of women becoming infected with HIV/AIDS was overlooked (Higgins,
Hoffman, & Dworkin, 2010). Heterosexual transmission was later identified as a mode
of contracting HIV infection, with increased cases of women becoming infected (CDC,
2014a; Higgins, et al., 2010). In 2002, the World Health Organization (WHO) reported
than on the global scale, approximately 50% of adults living with HIV/AIDS were
women. Moreover, the proportion of women living with HIV/AIDS has steadily
increased in the last decade (WHO, 2015). In the Caribbean, an estimated 53% of
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HIV/AIDS cases were among women (Joint United Nations Programme on AIDS
[UNAIDS], 2011).
Among heterosexual relationships, women are three times more likely to contract
HIV/AIDS (CDC, 2012; UNAIDS, 2011). According to the CDC (2014b), the highest
incidence of HIV infection among women is through heterosexual transmission. Women
are vulnerable to HIV infection via heterosexual contact due to the biological makeup of
female sex organs (Higgins, et al., 2010). The HIV virus is directly absorbed in the
vagina or cervix, through the mucous membrane lining, especially compromised mucous
integrity (i.e. tear in the lining) (CDC, 2014b). Consequently, an estimated 80% of
individuals newly infected with HIV through heterosexual transmission, are women
(CDC, 2014b). Symptoms of the disease are not apparent when first contracted
(AIDS.gov, 2015); symptoms may take 5-10 years to manifest (Florida Department of
Health [FDOH], 2012). Consequently, regardless of known HIV/AIDS status,
individuals can spread the disease by engaging in unsafe sexual practices (FDOH, 2012).
Subsequently, it is imperative that safer sexual practices be consistently implemented.
Currently in the Caribbean, HIV infection is primarily transmitted via heterosexual
contact with an HIV positive sexual partner (CDC, 2015). Studies have shown that HIV
infection can be transmitted through body fluids, including: blood, breast-milk, semen,
pre-seminal fluids, rectal fluids, and vaginal fluids (CDC, 2015).
Significance of the Study
The Human Immunodeficiency Virus (HIV) is considered as a “long-wave”
event; wherein, effects of the HIV epidemic still continue to emerge decades after the
first wave of infection in the early 1980s (Merson, O‟Malley, Serwadda & Apisuk, 2008).
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The CDC (2017) and WHO (2017), reported an estimated 36.7 million individuals
infected with HIV by the end of 2015. The same year, an estimated 2.1 million
individuals became newly infected, and 1.1 million died of HIV-related causes.
In developing countries, approximately 15 million people are living with
HIV/AIDS (UNAIDS, 2011). Although progress has been made in the overall
stabilization of new cases of HIV/AIDS, the epidemic continues to devastate the
Caribbean, the United States, and the world (CDC, 2015; National Institute of Allergies
and Infectious Diseases [NIAIDS], 2014).
The Caribbean currently has the second highest incidence of new HIV infection in
the world (AVERT, 2012; Fitzpatrick, McCray & Smith, 2004) with women accounting
for greater than 50% of all cases (Padilla et at., 2010; Baird, Yearwood & Perrino, 2007;
Jones, 2005). Sullivan (2008) reported that in Caribbean and Latin American countries,
the HIV/AIDS epidemic was the most challenging infectious disease for the public health
systems. In areas most infected with HIV/AIDS, women are disproportionally affected
(AVERT, 2012; Nanda & Pramanik, 2010; Clum, Chung & Ellen, 2009). Caribbean
women are particularly vulnerable to HIV infection, accounting for more than half of
individuals living with HIV infection in the region (AVERT, 2012; UNAIDS, 2011).
The two regions with the highest cases of new HIV infection, Sub-Saharan Africa and the
Caribbean, are the only regions in the world where women outrank men in the number of
HIV/AIDS cases (UNAIDS, 2011).
HIV/AIDS has the highest mortality rate among 25-44 year-olds in the Caribbean
(Padilla et al., 2010). There is currently no cure for HIV/AIDS, therefore it is imperative
to implement preventative measures in a culturally sensitive and appropriate manner. In
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2013, there was an estimated 250,000 people living with HIV infection and AIDS in the
Caribbean, with 13,000 people newly infected with the disease, and 11,000 persons have
died due to AIDS and AIDS-related complications (AVERT, 2012).
An increased number of new HIV cases among Caribbean youths, aged 15-24
years, have been reported, emphasizing the need to identify, address, and promote
interventions to decrease HIV rate among this vulnerable population (Jones et al., 2013;
Deveaux et al., 2011; Wood, 2010; Dixon-Mueller, 2009). By age 15, a substantial
number of boys and girls from the Caribbean have already engaged in sexual intercourse
while engaging in risky sexual behaviors, including inconsistent condom use during
heterosexual intercourse (Deveaux et al., 2011; Dixon-Mueller, 2009). Engaging in risky
sexual behaviors from a young age have been associated with risky sexual behaviors as
adults (Jones et al., 2013; Deveaux et al., 2011; Wood, 2010; Dixon-Mueller, 2009; Bell,
Atkinson, Mosier, Riley, & Brown, 2007).
Migration among Caribbean islands and countries, Latin America, as well as
North America (in particular, Florida) is quite common, which in turn contributes to the
increasing spread of HIV infection and adds to the epidemic in these regions (AVERT,
2012).
Purpose of the Study
The purpose of this dissertation study was to evaluate the knowledge, attitudes
and sexual risk behaviors of Caribbean women, who are currently living in Trinidad,
regarding HIV awareness and their current lifestyle choices and practices. Identifying
knowledge, attitudes, and sexual risk behaviors among this vulnerable population will
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provide new information that can be used to recognize and address prevention strategies
in a culturally sensitive and gender relevant manner.
Theoretical Framework: Theory of Planned Behavior
The conceptual framework that guided this dissertation study was the Theory of
Planned Behavior (TPB). The theory of reasoned action (TRA) has been used in multiple
research study that focuses on sexual risk behaviors and its impact on HIV/AIDS. The
TRA was later revised and extended into the theory of planned behavior (TPB). The
theory was designed to help predict what factors may lead to involuntary behaviors
(Fisher & Fisher, 2000). The TRA has been widely used to explain and predict sexual
risk behaviors, including subjective norms and attitudes, and how this may influence
condom use and multiple sexual partners (Fisher & Fisher, 2000).
The TPB was developed in 1980 by Ajzen to assess the link between attitudes,
beliefs, and behavioral intent, which are the motivational factors that influence behaviors
(Ajzen, 1991). The TPB has been used to determine the relationship between young
adults and their attitudes regarding intentions to use condoms (Hollub, Reece, Herbenick,
Hensel, & Middlestadt, 2011).
The TPB was used in this study to establish and compare the constructs of attitude,
subjective norms, perceived behavioral control, and if/how these relate to intentions
associated with condom use and sexual risk behaviors among women living in Trinidad
and Tobago, as it relates to HIV/AIDS knowledge and prevention.
The conceptual framework of the TPB is an appropriate theory for this
phenomenon. Ajzen (1991) noted that behaviors may not be totally voluntary and under
a person‟s control. Prior behavior is a positive indicator in intent to behave in a certain
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way (Ajzen, 1991). The variation in intent includes three global constructs; these are
attitude towards the behavior, subjective norms, and perceived behavioral control (Ajzen,
1991).
Attitude is a product of overall belief of whether the behavior is good or bad, and
possible outcomes if engaged in the behavior (Ajzen, 1991). Attitude towards the
behavior focuses on the extent to which an individual has a favorable or unfavorable
assessment of a given behavior, consisting of behavioral beliefs and outcome evaluations
(Asare, 2015; Ajzen 1991).
Subjective norms can be described as perceived social influence on the behavior,
and what an individual‟s significant other thinks about the behavior (Ajzen, 2011). This
construct suggests that social pressure is an indicator on whether an individual performs
or does not perform a given behavior based on normative beliefs, motivation, and
perceived behavioral expectations (Asare, 2015; Ajzen 1991).
Perceived behavioral control or a person‟s volition is the belief that an individual
has the ability to perform a certain behavior based on personal perception (Ajzen, 1991).
Intention to perform behaviors of different kinds can be predicted based on the attitude
towards the behavior, subjective norms, and perceived behavior control (Ajzen, 1991).
According to the TPB, intention devoid of unforeseen circumstances that limit individual
control will help to predict future behaviors (Ajzen, 2011). The TPB has been used in
prior studies and supports the theory‟s implication of HIV related sexual behaviors.
The TPB has been used to predict condom use behaviors in a variety of settings
and demographics, including young Hispanics (Malcolm et al., 2013), Haitian sex
workers (Couture, Soto, Akom, Joseph & Zunzunegui, 2010), Chinese female sex
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workers (Jing et al., 2009), Spanish and Portuguese university students (Munoz-Silva,
Sanchez-Garcia, Nunez & Martins, 2007), and heterosexual men in high-income
countries (Gredig, Nideroest & Parpan-Blaser, 2006).
The TPB has been used extensively with successful application in predicting sexrelated behaviors that can contribute to HIV infection (Rich, Mullen, Sainsbury, &
Kuczmierczyk, 2014; Wise, Goggin, Gerkovich, Methcalf & Kennedy, 2013; Boer &
Mashamba, 2005).
Definition of Terms
1. HIV: The human immunodeficiency virus (HIV) is a virus that attacks the immune
system, which is the body‟s natural defense system, and can lead to AIDS (WHO,
2017).
2. AIDS: Acquired immunodeficiency syndrome (AIDS) is the most advanced stage of
HIV infection leading to immune deficiency and susceptibility of opportunist
infections (WHO, 2017). Not everyone who has HIV will advance to AIDS.
3. Heterosexual: Sexual desires, attractions, and/or engagements with members of the
opposite sex (Kitzinger, 2005), and involving sexual intercourse between a male and
a female (Merriam-Webster Dictionary, 2017).
4. Condoms: Condoms are a barrier contraceptive used to prevent pregnancies and
sexually transmitted infections including HIV/AIDS (CDC, 2013).
5. High-risk sexual behaviors: Individuals engaging in behaviors that increase the risk
of contracting HIV infection through sexual contact, including engaging in
heterosexual intercourse without condom use, having multiple sexual partners, and
alcohol or substances abuse. Multiple sexual partners, together with inconsistent
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condom use are directly associated with increased risk of contracting HIV/AIDS
(East, Jackson, O‟Brian & Peters, 2011; Teva, Bermudez, & Buela-Casal, 2010).
6. East Indian or Indo-Indians: East Indians of Trinidad are descendants of indentured
laborers who were brought to Trinidad from India in the nineteenth century, and
called East-Indian to differentiate them from the native Indians (Encyclopedia, 2016).
7. Africans or Afro-Trinidadians: brought to Trinidad by the Atlantic slave trade, they
were the major work force for the sugar and cotton plantations (Besson, 2011).
8. Trinidadian(s): People from Trinidad
9. Operational Definition of Culture: Culture is the overarching characteristics that
shape and delineate a person‟s attitudes, beliefs, behaviors, and life-norms based on
engrained individual, family, and environmental factors which can influence health
decisions and health promotion behaviors.
Research Questions
The research questions are:
Question 1

Is there a difference in HIV knowledge based on Trinidadian
women‟s age?

Question 2

Is there a difference in HIV knowledge based on Trinidadian
women‟s race and ethnicity?

Question 3

Is level of education associated with HIV knowledge among
Trinidadian women?

Question 4

What are the demographic factors (religious belief, level of
education, substance use) contributing to attitudes about condom
use among Trinidadian women?
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Question 5

What are the individual and combined contributions of
demographic factors (religious beliefs, level of education,
substance use), HIV knowledge, and condom attitudes on safer
sexual behaviors among Trinidadian women?
Hypotheses

The hypotheses are:
Hypothesis 1

There will be a difference in HIV knowledge between young,
middle-aged, and older Trinidadian women

Hypotheses 2

There will be a difference in HIV knowledge between Trinidadian
women based on race/ethnic background

Hypothesis 3

There will be a positive relationship between Trinidadian women‟s
level of education and HIV knowledge

Hypothesis 4

Select demographic factors (religious beliefs, level of education,
substance use) will be associated with attitudes about condom use
among Trinidadian women

Hypothesis 5

Select demographic factors (religious beliefs, level of education,
substance use), HIV knowledge, and condom attitude will be
associated with safer sexual behaviors among Trinidadian women
Assumptions of the Study

1. The main assumption is that participants will be truthful in answering the
survey questions.
2. Participants will feel confident that their answers will be confidential and
anonymous, thereby encouraging truthful answers and responses.
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Participants will be asked to refrain from including any personal
identifiers of their identity (i.e. name, phone number, email, address,
contact information).
3. An assumption is made that the instrumentations and questionnaires used
to gather data from participants are both reliable and valid.
Limitation of the Study
Limitations of the study are:
1. Participants were recruited only in Trinidad (not Tobago) which may not
completely represent the country as a whole
2. A convenience sample was recruited which might not be a complete
and/or correct representation of the general population
3. Data gathered were subjective and self-reports from participants. This may
leave room for measurement error (whether intentional for perceived
social desirability or recalling accurate retrospective behaviors).
4. The focus of this study was on adult women in Trinidad. Therefore, the
study was non-inclusive of men and adolescents.
5. Data were collected using a cross-sectional design. This design may
represent only a fraction of the target population at a specific, fixed period
of time
Summary of Chapter 1
Currently, the Caribbean has the second highest rate of new HIV infection
worldwide, only after Sub-Saharan Africa (CDC, 2016; Sutherland, 2014; UNAIDS,
2012), which emphasizes the magnitude of the HIV epidemic. In the Caribbean,
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heterosexual transmission is the driving force in new HIV infections, especially among
women (Higgins et al., 2010). Select countries in the Caribbean report a prevalence rate
of 2% or greater, including Trinidad and Tobago‟s estimate of 15,000 infected
individuals (Trinidad and Tobago Office of the Prime Minister, 2011). Condom use is
one of the most effective methods of preventing STI, including HIV infections (CDC,
2016; International Association of Providers of AIDS Care [IAPAC], 2014; UNAIDS,
2012). When used correctly and consistently during every sexual activity, studies have
shown that condoms are a proven means of HIV prevention among women (WHO,
2017). Condoms can protect the mouth, vagina, and/or anus from semen that is HIVpositive (IAPAC, 2014). Therefore, it is imperative that condoms be implemented
consistently among Trinidadian women during sexual activity. This dissertation study
explored the relationship between select demographic variables (religious beliefs, level of
education, substance use), HIV knowledge, condom attitude, and its impact on risky
sexual behaviors among Trinidadian women.
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CHAPTER II
REVIEW OF THE LITERATURE
The purpose of this literature review was to assess, identify, and describe the
knowledge and attitudes on HIV prevention and lifestyle choices made by Caribbean
women, with the focus on Trinidadian women. The review examines major sexual risk
behaviors and practices among Caribbean women, which may contribute to HIV infection
(i.e. HIV knowledge and attitudes, religious beliefs, education level, substance use, and
inconsistent condom use).
The review was conducted using the following databases: CINHAL plus full-text,
OVID, PsychINFO, MEDLINE – PROQUET, and APA PsychNET. Keywords and
phrases that were used in the search were: HIV/AIDS prevention, Caribbean women and
HIV, risky sexual behaviors, condom use, HIV and religion, gender inequality and HIV.
Inclusion criteria for the literature search were: peer-reviewed, published in English
language, full-text and journal articles. Google scholar and other Internet web-based
resources were searched including, newspaper, governmental reports, online books, and
journal articles. Studies were not limited to specific populations or geographical location.
Articles for the review were chosen based on their relation to the purpose of the
literature review. Articles chosen included Caribbean women‟s knowledge and attitudes
of HIV, religion and religious beliefs, socioeconomic status, substance use and abuse, and
sexual risk behaviors. Studies were limited to heterosexual relationships and mainly
focused on women. No restrictions were placed on studies design. Research studies
included both qualitative and quantitative designs that included focused groups,
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questionnaires, and face-to-face individual interviews. Some researchers implemented
both experimental groups and control groups in their studies.
Cultural Implications of HIV/AIDS Transmission
In 1995, Larry Purnell developed the Purnell Model of Cultural Competence to
meet the needs of a multicultural society in providing competent care that includes
cultural sensitivity, with the goal of improving patient outcomes (Purnell, 2000).
Additionally, with the increase in the diversity of healthcare workforce, healthcare
providers and patients can benefit from the integration of cultural awareness and
competence in all health disciplines in all practice settings (Purnell, 2013). Purnell
defines culture as “the totality of socially transmitted behavioral patterns, arts, beliefs,
values, customs, lifeways, and all products of human work and thought characteristics of
a population of people that guide their worldview and decision making” (Purnell, 2013, p.
6). Purnell‟s model of cultural competency is an ethnographic model cultivated towards
health promotion, as well as disease prevention and treatment by understanding the
cultural viewpoint of individuals, which can be used in training, research, and application
for nurses to provide culturally sensitive care (Purnell, 2013).
Similarly to the Theory of Planned Behavior (TPB), the Purnell Model of Cultural
Competence posits that attitudes and beliefs are learnt and indoctrinated, usually from a
very young age; therefore, they are unconsciously accepted as truths, often without
question (Purnell, 2013). McNeil (2003) postulates that health is an important
component of an individual‟s culture; therefore, being diagnosed with HIV/AIDS have a
cultural impact that could result in emotional distress, societal discrimination, and
economic hardship. Consequently, cultural competency must be implemented in seeking
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to explore, examine, and evaluate the knowledge, attitudes, and sexual risk behaviors of
Caribbean women, who are currently living in Trinidad.
Heterosexual Exposure to HIV/AIDS
When the first cases of HIV/AIDS were identified, the disease was mainly among
MSM and drug users (CDC, 2014a; Schneider & Stoller, 1995). However, as the disease
progressed over time, heterosexual transmission of HIV/AIDS was identified as a major
contributor to the epidemic, with increased number of women becoming infected
(Higgins, et al., 2010; Harris et al., 1983). Globally, more than 50% of women have
HIV/AIDS (WHO, 2015), with an estimated 53% of Caribbean women who have the
disease (UNAIDS, 2011). The CDC (2014a) estimated that approximately 86% of new
HIV infections among women were attributable to heterosexual contact.
Sexual risk behaviors (i.e. inconsistent or lack of condom use) among
heterosexuals have a direct link with HIV/AIDS. The majority of women who are newly
infected with the HIV virus are infected via transmission from their primary male sexual
partners (O‟Leary, 2000). Condom use is often associated with casual relationships,
paying relationships, and concurrent sexual partners (Corbett, Dickson-Gomez, Hilario,
& Weeks, 2009; O‟Leary, 2000). Consistent condom use among heterosexual partners
are often ignored, especially with perceived monogamous relationships (Higgins et al.,
2010; Corbett et al., 2009) or women experiencing intimate partner violence (IPV)
(Meyer et al., 2011; Jewkes, Dunkle, Nduna, & Shai, 2010).
Research findings indicated that as relationships grow, there is a decline in the
proportion of condom-protected sexual activity, which may be seen within a few weeks
after first sexual encounter (Sayegh, Fortenberry, Shew, & Orr, 2006). This decline in
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condom use is associated with a decrease in perceived STI risk, especially as the
relationship progresses into a steady, monogamous partnership (Sayegh et al., 2006).
Hotton et al. (2015) conducted a study to examine risk-reduction strategies, and
condom use to reduce HIV/AIDS among young heterosexual adults. A sample of 33
participants (women= 20, men= 13) ages 18-29 were recruited. Participants reported
using condoms during casual sexual encounters, or when engaging in sexual intercourse
with multiple concurrent partners. However, as participants perceived a more
monogamous relationship with a steady committed partner, condom use was abandoned.
Participants, mainly females, stated that if they were in a boyfriend/girlfriend
relationship, this implies monogamy. Therefore, the need for condom use with
committed partners was not necessary (Hotton et al., 2015).
He, Hensel, Harezlak, and Fortenberry (2016) conducted a study to assess
condom use based on the number of sexual encounters among individuals in newly
formed relationships. Sample size included 115 participants, ages 18-29. Results
indicated that a higher level of relationship and sexual satisfaction were strongly
associated with a decline of condom use, especially among women. The findings
suggested that the more familiarity, trust, and intimacy perceived in a relationship, the
lower the perception of risk. Conversely, the lower the perception of sexual risk, the less
likely individuals used condoms during sexual intercourse (He et al., 2016).
Corbett et al. (2009) conducted a study to explore factors that affect initial and
continued use of condoms. A sample of 25 heterosexual couples was recruited. Both
male and female participants reported not using condoms during sexual activities,
especially as the relationship progressed. Rational for lack of or inconsistent condom use
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was to help establish and define their relationships as potentially serious rather than
casual sexual engagements. Participants associated a loving, meaningful, and trustworthy
relationship with not using condoms during intercourse. Additionally, while most
participants reported being aware of the potential risk of not using a condom, they
believed the intimacy and trust gained were higher priorities (Corbett et al., 2009).
Stockman and colleagues (2013a) conducted a study to examine the relationship
between intimate partner violence (IPV) and HIV risk factors, including inconsistent or
lack of condom use. A sample of 668 African American and African Caribbean
heterosexual women, ages 18-55 were recruited. Findings from the study suggested that
women who experience IPV were less likely to use condoms during vaginal and/or anal
sexual intercourse. Additional findings from the study indicated that abused women, in
turn were engaging in risky sexual behaviors, including casual and concurrent sexual
partners (Stockman et al., 2013a).
Sexual violence against women can increase the risk of contracting HIV infection
(Meyer et al., 2011), especially forced or coerced sex from an infected partner without
using a condom (Stcokman, Mucea, & Campbell, 2013b). Coerced or forced sex, as well
as sexual IPV, significantly increases the risk of HIV infection among women (Stockman
et al., 2013b). Draughon et al. (2015) conducted a study to examine the relationship
between IPV and sexual health outcomes. The sample included 901 African Caribbean
and African American women, ages 18-55. More than one-third (38%) of participants
reported experiencing forced sexual intercourse, including vaginal, oral, and anal sex.
Intimate partner forced sex (IPFS) was strongly associated with abusive partner having
multiple concurrent sexual partners. Additionally, more that 40% of participants reported
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inconsistent condom use from partners, especially during anal intercourse (Draughon et
al., 2015).
HIV Knowledge
According to WHO (2017), the human immunodeficiency virus (HIV) infect cells
of the immune system, causing impairment and a decrease in functionality. Over time,
the immune system becomes deteriorated and compromised, leading to susceptibility and
predisposition for opportunistic infections to incur. HIV/AIDS was first identified in
1981, and almost four decades later, although most people have heard about HIV
infection, detailed knowledge of HIV/AIDS still remains low, including misconceptions
about transmission of the disease (Pinder-Butler, Frankson, Hanna-Mahase, & Roberts,
2013).
Among 354 Bahamian students ages11-14, more than 20% believed that HIV
infection can be transmitted via mosquito bites, and 13% believed that it can be
transmitted by sitting on the toilet after an HIV positive person used the facility (PinderButler et al., 2013). Rotimi and Oluwafemi (2008) reported similar findings among 130
medical students ages 19-45 in St. Lucia, with 17.7% of participants who believed HIV
can be transmitted via mosquito bites, and 16.2% by using toilet facilities. Consequently,
despite interventions and efforts to change and reduce risky-sexual behaviors, these
myths and misconceptions about HIV transmission often counteract these efforts (Sano et
al, 2016).
A descriptive study conducted among 176 Kenyan participants ages 15-19
revealed a concerning lack of knowledge about HIV infection, specifically pertaining to
the transmission via body fluids (Lalani, 2006). A study was conducted by Janahi,
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Mustafa, Alsari, Al-Mannai, and Farhat (2016) to assess knowledge, perceptions, and
attitudes towards HIV/AIDS in Bahrain. A sample size of 1,038 adult participants was
recruited (Females = 57%, Male = 43%, mean age = 31years-old). The majority of
participants (83.9%) were aware that HIV/AIDS attacked the immune system, however
there were misconceptions regarding mode of transmission. Findings indicated that 77%
of participants believed that the disease can be transmitted via coughing or sneezing from
an infected person, 46.4% from mosquito bites, 41.8% from sharing toilet facilities and
swimming pools, and 27.6% from using the same utensils for meals. Additionally,
among this population, more than 50% lacked knowledge about antiretroviral treatment
(ART), and erroneously believed that antibiotics were the choice of medication to treat
HIV/AIDS. Some participants reported belief that there was a cure for HIV/AIDS
(Janahi et al., 2016).
HIV/AIDS is currently one of the leading causes of mortality globally (UNAIDS,
2011), accounting for an estimated 1.1 million deaths in 2015 (CDC, 2017; WHO, 2017).
In the Caribbean, HIV/AIDS is more prevalent among heterosexual women than men
(UNAIDS, 2011), emphasizing the need to determine women‟s knowledge of the disease,
and implement measures to slow or stop the progression.
HIV knowledge is an important construct utilized to assess, predict, develop, and
advance HIV prevention behaviors and actions (Burke, Fleming, & Guest, 2014).
Knowledge is a fundamental key component of HIV/AIDS risk-reduction programs and
interventions (Carey & Schroder, 2002). Thereby, emphasizing the importance of
assessing current knowledge among specific populations to guide educational curricula,
and provide appropriate risk awareness is imperative (Burke et al., 2014). HIV
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knowledge should be established as a pre-requisite, in order to determine appropriate
interventions for health-promoting, and risk reducing behaviors (Burke et al., 2014;
Glanz, Rimer, & Viswanath, 2008).
Attitudes about HIV
HIV risk perceptions can be described as an individual‟s opinion of his/her chance
of contracting the disease (Corneli, Wang, Agot, Ahmed, Lombaard, & Van Damme,
2014). Research has shown that individuals often tend to underestimate their risk for
HIV infection rather than overestimate it, and therefore continue to engage in risky sexual
behaviors (Brewer, Weinstein, Cuite, 2004; Chapin, 2000). Individuals may be
discouraged from changing their risky behaviors if they perceive minimal risk or no risk
(Corneli et al., 2014); thereby setting the tone for future risky sexual behaviors that can
lead to HIV infections (Rose, 2008) and STIs.
Attitudes and perceptions about a given phenomenon are related to behavior
towards said phenomenon, for example condom attitudes have been linked to actual
condom usage (Stephenson et al., 2015; Senn, Scott-Sheldon, & Carey, 2014). It is
important to understand predictors of condom use, in order to implement more effective
interventions that may lead to increased condom usage (Senn et al., 2014). An important
predictor of condom use in most health behavior model is attitude toward the behavior
(Golub, Starks, Payton, & Parsons, 2012; Reynolds et al., 2010; Sheeran, Abraham, &
Orbell, 1999).
Using the Social Action Theory among 156 participants, Reynolds et al. (2010)
reported that environmental influences, less favorable attitudes toward condom use, and
higher levels of risk-taking inclination, are contributing predictors of inconsistent or lack
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of condom use during the most recent sexual encounters. Men and women with negative
or unfavorable attitude toward condom use are less likely to use condoms during sexual
activities (Stulhofer, Graham, Bozicevic, Kufrin, & Ajdukovic, 2007; Harvey &
Henderson, 2006).
Randolph, Pinkerton, Bogart, Cecil, and Abramson (2007) reported that among
115 heterosexual college students (80 females, 35 males, mean age = 22 years) who were
sexually active within the last three months, both female and male participants reported
unprotected vaginal sex as more pleasurable than when using a condom. Both female
and male participants reported preference and action to forgo condom use during
intercourse, in order to experience more sexual pleasure (Randolph et al., 2007).
Consequently, these participants put themselves and their partners at risk for contracting
HIV infection by not practicing safer sex (i.e. inconsistent or lack of condom use).
Dias, Matos, and Goncalves (2005) conducted a study to examine social norms
that contribute to risky sexual behaviors and their relation to HIV/AIDS among a sample
of 3,762 Portuguese high school students (52% girls, 48% boys). Social norms for this
study included examination of demographic, personal, family, and school variables and
how they relate to HIV attitudes (Dias et al., 2005). Participants reported knowing the
importance of condom use as an effective prevention method for STIs, however, admitted
that when caught-up in the moment they forget or ignore safer sexual practices by not
using condoms. Female participants also reported feelings of powerlessness in
negotiating condom use due to masculine ideology and male dominance from their sexual
partners. All participants reported knowledge about the dangers of HIV/AIDS.
However, despite knowing the dangers, they often underestimated personal risk of
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contracting the disease. Participants reported being in long-term and monogamous
relationships, therefore they perceived no risk. Also, participants believed that they can
identify individuals who are HIV seropositive, just by looking at them, because
individuals with HIV/AIDS have an “anemic aspect”. Implications from this study
support the collaborative efforts of family, school, and community interventions for safer
sexual practices and behaviors (Dias et al., 2005).
Condom Use
According to UNAIDS (2012), condom use is a vital and critical element in a
comprehensive, effective, and sustainable approach in the prevention and treatment of
HIV infection. Condom use is one of the most effective methods of preventing STIs,
including HIV infections (IAPAC, 2014, CDC, 2016; UNAIDS, 2012). When used
properly during every sexual intercourse, studies have shown that condoms are a proven
means of HIV prevention among women (WHO, 2017). Condoms can protect the mouth,
vagina, and/or anus from semen that is HIV-positive (IAPAC, 2014).
Sexually active women who practice inconsistent condom use during intercourse
are at a high risk of contracting HIV infection. There are numerous reasons why this
population does not consistently use condom while engaging in sexual activities. Gender
and power dynamics often impacts women into taking a passive role in condom
negotiation (Lam & Barnhart, 2006; Amaro, 1995). Initiating the use of condom during
sexual intercourse is often challenging for women (Bell et al., 2007; Shlay, McClung,
Patnaik, & Douglas, 2004), whereby, women are afraid of their male sexual partner‟s
reaction when the topic of condom use is initiated, i.e. physical and/or verbal abuse, as
well as the threat of abandonment (CDC, 2014a).
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Bertens, Eiling, van den Borne, and Schaalma (2009) conducted a study to assess
the effectiveness of interventions on STI/HIV knowledge, self-efficacy/sexual
assertiveness, and attitudes toward condom use in new and steady sexual partners
(Bertens, et al., 2009). Included in the intervention sessions were sexual negotiation with
partners, and discussion of the risks associated with unsafe sexual practices (Bertens, et
al., 2009). This study consisted of a sample of 322 Caribbean women living in the
Netherlands, between the ages of 15 and 71 years old. Based on the results, participants
were more knowledgeable about STI/HIV, more aware of sexual risk factors and
behaviors, more inclined to integrate safer sexual practices, and motivated to negotiate
and initiate condom use with sexual partners (Bertens, et al., 2009). Similarly, in a study
by Holschneider and Alexander (2003), prevention-methods and sexual behaviors of HIV
infection were examined among 845 youths between the ages 15-19 living in Haiti. Data
were collected from a cross-sectional survey using self-administered questionnaires.
Findings indicated inconsistent use of condom during sexual intercourse, reinforcing the
need for HIV risk-reducing educational interventions (Holschneider & Alexander, 2003).
A study was conducted to examine perceptions of HIV risks among 18-39-yearold adults living in Broward County (Hlaing & Darrow, 2006). Participants were
recruited from areas with a high HIV prevalence rate. Participants included immigrated
Caribbean adults with the majority (64.1%) being females (Hlaing & Darrow, 2006).
Three cross-sectional, computer assisted telephone interview surveys were conducted
over a 3-year period (Hlaing & Darrow, 2006). Results indicated an increase in
awareness of HIV infection, as well as an increase in condom use (Hlaing & Darrow,
2006). The findings suggested that adults who become more knowledgeable and more
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aware of HIV infection risk factors are willing to change their behaviors to decrease their
risk of exposure.
Gillespie-Johnson (2008) conducted a study to explore HIV/AIDS and safer
sexual practices among immigrant heterosexual women. Twenty immigrant Jamaican
participants ages 18-30 were recruited from South Florida. Participants reported being
afraid to negotiate the use of condoms with male sexual partners, due to possible physical
abuse, mental abuse, or abandonment by their sexual partner(s) (Gillespie-Johnson,
2008). Teitelman, Ratcliffe, Morales-Aleman and Sullivan (2008), reported similar
findings among 56 sexually active African American and Hispanic urban girls who did
not use condoms consistently, thereby placing them at an increased risk of contracting
HIV infection and other STIs (Teitelman et al., 2008).
Cook (2011) suggested that there is a symbolic meaning of using condoms, which
is often associated with casual sexual encounters and promiscuity among men. When
women broach the topic of condom use, it may be misconstrued by their male sexual
partners who interpret the request as a negative character assessment (Cook, 2011).
Moreover, male sexual partners may become physically, sexually, and/or verbally
abusive if women try to negotiate condom use before and during sexual intercourse
(Maman, Campbell, Sweat & Gielen, 2000). Increased risk of violence is reported when
the male sexual partner is infected with HIV or when the woman perceives herself as
being at risk for contracting HIV from her male partner (William et al., 2009; Maman et
al., 2000).
Pulerwitz, Amoro, DeJong, Gortmaker and Rudd (2002) conducted a study in
Massachusetts with 388 women, mainly made up of Puerto Ricans and Dominicans,
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between the ages 18 and 45 years-old. Findings indicated that 52% of participants
reported a lack of consistent condom use which can be attributed to low sexual power in
the relationship. Moreover, participants were afraid of negotiating condom use because
of potential domestic violence and abuse (Pulerwitz et al., 2002).
Relationship status was noted as an important variable, used to determine if
women engage in safer sexual practices because, as longevity increases in relationship,
women tend to practice fewer behaviors associated with safer sex (Ferguson, Quinn, Eng,
& Sandelowski, 2006). Foreman (2003) reported that as women feel stronger emotional
ties to their male sexual partners, condom use becomes less consistent when engaging in
sexual intercourse. Some women admitted knowing the importance of consistent condom
use, but confessed to not always adhering to this when they are in steady relationships
(Foreman, 2003).
In a study conducted by Jarama, Belgrave, Bradford, Young and Hannold (2007)
with 51 African American women, 43% of participants reported not discussing condom
use or safer sexual practice with their current sexual partners. Participants reported that if
their sexual partners did not want to use condoms that they will be fine with it and still
have sexual intercourse because they did not want to pressure their male partners (Jamara
et al., 2007).
Multiple sexual partners, paired with inconsistent condom use are directly
associated with increased risk of contracting HIV/AIDS (Letamo, Mokgatlhe, 2013;
Bombereau & Allen, 2008; East et al., 2011). About 50% of young sexually active men,
with more than one concurrent sexual partner, reported a lack of condom use while
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engaging in sexual intercourse (Ramezani, Malek-Afzali, 2008; Hajiabdolbaghi et al.,
2006).
In a study conducted by van Veen and colleagues (2011), the authors reported a
positive association between multiple sexual partners and a low rate of condom use
among 1,792 heterosexual Caribbean and African immigrants living in the Netherlands.
Findings from the study indicated that 15% of participants reported having concurrent
sexual partners within the last six months and more than half of participants reported not
using condoms during sexual intercourse (van Veen et al., 2011). Recent studies have
found that individuals who engaged in sexual relations with multiple partners used
condom inconsistently or not at all (Gerver et al., 2011; Holschneider & Alexander,
2003).
HIV/AIDS Stigma and Discrimination
HIV-related stigma and discrimination are associated with prejudice, negative
attitude, denial of services, harassment, and in some instances abuse directed at people
who are infected, or believed to be infected with the HIV virus and/or AIDS (Crowell et
al., 2017; AVERT, 2017; UNAIDS, 2015). Inevitably, HIV/AIDS stigma and
discrimination promote feelings of guilt and shame which can lead to decreased selfesteem and have an impact on mental health (Kontomandis, Michalopoulos, Gkasdaris, &
Fasoulakis, 2017). Consequently, stigma and discrimination often lead to physical,
psychological, and economic hardship (Cooperman & Simoni, 2005). In a study by Rael
and Hampanda (2016) conducted among 233 participants, findings indicated a positive
correlation between stigma from the community and family, and feelings of depression
and low self-worth among women living with HIV/AIDS in the Dominican Republic. In
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like manner, Tanny, Naar-King, and MacDonner (2012) conducted a study in the U.S.,
and reported a positive relationship between discrimination and depression among 186
youths living with HIV. Furthermore, HIV related stigma and depression were associated
with negative impact on health behaviors among this population, especially nonadherence to HIV treatment and increased risky sexual behaviors (Tanny et al., 2012).
Individuals who experienced stigma from family, friends, and society are vulnerable to
feelings of depression, self-hate, decreased self-worth, and low self-esteem (Lee,
Kochman, & Sikkema, 2002).
Lee et al. (2002) conducted a study to examine internalized stigma among 268
HIV positive men and women living in Milwaukee, Wisconsin, and New York City.
Findings indicated that a majority of participants experienced internalized stigma related
to their HIV-positive status. Additionally, participants who experienced higher levels of
internalized stigma had increased feelings of depression, anxiety, and hopelessness (Lee
et al., 2002). In like manner, Vanable, Carey, Blaire and Littlewood (2006) conducted a
study to examine the relationships among stigma-related experiences and depression,
adherence to HIV medication, and sexual risk behaviors among 221 HIV-positive men
and women. Participants were recruited from an infectious disease clinic in New York
City. Data for the study were collected from self-administered questionnaires and from
patients‟ medical charts. Based on the findings, HIV-related stigma was associated with
depressive symptoms and poor adherence to antiretroviral medication. Moreover, there
was a positive association with HIV-related stigma and participants missing follow-up
clinical appointments and not seeking regular medical care due to feelings of depression
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and lack of social support. No association was found among HIV-related stigma and
risky sexual behaviors among this population (Vanable et al., 2006).
Oskouie, Kashefi, Rafii and Gouya (2017) conducted a study to examine and
explore HIV-related stigma and discrimination among women in Iran. The researchers
employed a qualitative study design using in-depth and semi-structures interviews with
participants. Twenty-five women were recruited for the study. Based on the results of
the study, four themes emerged; i.e. fear, shame, rejection by family and/or friends, and
feelings of frustration (Oskouie et al., 2017). A majority of the participants reported fear
of being killed or losing custody of their children. Additionally, participants reported that
HIV/AIDS brought shame and disgrace to their families, including being shunned by
friends and relatives, as well as being the targets of gossip. Furthermore, participants
were afraid that they will be abandoned by family and society due to social norms and
previous abandonment of people living with HIV infection and AIDS in Iran.
Participants reported overwhelming feelings of frustration and loneness, with a majority
that believed it would be better to have cancer than HIV infection. Consequently,
participants also reported that they would rather be in isolation that face the stigma
associated with HIV infection (Oskouie et al., 2017).
HIV/AIDS is often associated with certain behaviors that some people disapprove
of, including drug use, homosexuality, commercial sex work, and infidelity (AVERT,
2017). Additionally, some people believe that HIV/AIDS are only transmitted through
sexual intercourse, which is a taboo topic across many cultures, including the Caribbean
(Corwell et al., 2017; AVERT, 2017; Varas-Diaz, Neilands, Rivera, & Betancourt, 2010).
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Select Demographic Variables
Religious Beliefs
Padilla, et al. (2010) asserted that a unified moral belief system and personal
spiritual attitude correlated with HIV/AIDS risk behaviors, and help women to define
certain behaviors that increase the risk for contracting HIV/AIDS. In Trinidad and
Tobago, while religious leaders are esteemed and often collaborate with policy makers,
there are still barriers towards promoting safer sexual practices (i.e. condom use outside
the sanctity of marriage; beliefs that HIV/AIDS are mainly due to homosexual activities).
Consequently, these barriers have hindered collaborations between religious
establishments and public health organizations in endorsing HIV initiatives (Genrich &
Brathwaite, 2005; Trinidad and Tobago International Religious Freedom Report, 2003).
Many Caribbean countries are religious, believe in a higher-power, and practice
religion by going to houses of worship, praying to a higher being, and living a good Godfearing life. Caribbean people often associate life issues and diseases with their daily
actions and behaviors (Padilla, et al., 2010; Williams et al., 2009; Hoffman et al., 2008).
In the Caribbean, people still believe that if they are “good and decent” and did nothing
“bad”, they will not contract diseases like HIV/AIDS (Williams et al., 2009). Similarly,
Kopelman (2002) also found that among sub-Saharan population, people also believe that
sickness and diseases are punishment from God, with the intent to restore virtue and
morality.
Most religious institutes endorse patriarchal hierarchy and sanction women to
obey their husbands. Therefore, questioning or confronting male sexual partners about
sexual behaviors and/or insisting on condom use during intercourse are considered
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violations of cultural and religious customs, and may not be supported by the community
or religious leaders (Padilla, et al., 2010; Williams et al., 2009).
Williams et al. (2009) reported that among immigrant Caribbean and African
women living in Toronto, religious leaders still practice patriarchal hierarchy, thereby
promoting and supporting male partners‟ sole authority and power to make decisions on
sexual practices. Gillespie-Johnson (2008) reported similar findings among 18-30 yearold Jamaican immigrants in the U.S. Participants reported some knowledge and insight
regarding HIV preventative measures. However, religious and cultural norms prevented
them from practicing preventative behaviors, i.e. initiating condom use and
empowerment in the relationship (Gillespie-Johnson, 2008).
Genrich and Brathwaite (2005) conducted a study among 11 religious
representatives in Trinidad and Tobago, including Christian, Hindu, and Muslim
denominations. Participants were initially contacted by phone, whereupon willing
participants met with researchers for face-to-face interviews. The interview questions
included issues related to abstinence, condom use, sexuality, homosexuality, and
compassion for people living with HIV/AIDS (PWHA). Representatives from the
Roman Catholic Church believed that contributing factors associated with the spread of
HIV/AIDS were associated with the degradation of the traditional family unit, as well as
abandonment of traditional cultural and religious values. Seventh Day Adventist (SDA)
did not support or promote condom use, especially outside of marriage, believing that
condom use promotes promiscuity and sexual urges. Similarly, Pentecostal
representatives did not condone the use of condoms outside of marriage because
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unmarried individuals should not be engaging in sexual activities. Therefore, it is not
right to distribute or promote condom use (Genrich & Brathwaite, 2005).
Hindu representatives (Genrich & Brathwaite, 2005), believed that due to
religious obligations and doctrine, that Hindus are less likely to contract HIV/AIDS,
especially since HIV/AIDS occurred predominantly among homosexuals. In Hinduism,
homosexuality is seen as a male contingency rather that among women. While
compassion is deeply-rooted in Hindu dogma, individuals living with HIV/AIDS are
considered to be “dirty” and “unclean”, and are expected to stay away from organized
worship and temples (Genrich & Brathwaite, 2005).
A representative from the Nation of Islam (NOI) (Genrich & Brathwaite, 2005),
theorized that HIV infection was man-made, developed in the U.S., with the objective of
controlling population growth. Additionally, reported skepticism of scientific research
findings in the literature, especially regarding the effectiveness and efficacy of condoms.
The NOI representative purported that only abstinence can protect and prevent HIV
infection and other STIs. Therefore, condom use is discouraged and abstinence is
promoted. A representative from Jamaat al Muslimeen reported that condoms are
forbidden, and that the organization believes that HIV/AIDS was a “sin from God” for
unchaste behaviors and practices (Genrich & Brathwaite, 2005).
Arrey, Bilsen, Lacor, and Deschepper (2016) conducted a study to examine and
explore how religion and spirituality are used as a source of resilience, strength, and
overall wellbeing among migrant sub-Saharan African women receiving medical
treatment in Belgium. A sample of 44 women were recruited for the study, ages 20 to 67
years-old, and diagnosed with HIV infection. Forty-two participants were practicing
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Christians and two were practicing Muslims. A majority of the women reported the
integration of prayers, meditation, and religious activities as coping strategies to help deal
with their HIV-positive status. Findings from the study indicated that some Christian
participants refused HIV treatment, including antiretroviral therapy (ART), because they
believed that only God can cure HIV infection. However, this was not the belief of all
participants, some participants believed that God was instrumental in the creation of
ART; therefore it was not going against God by using ART. These participants
implemented ART, medical care, and religious activities in their HIV treatment plan
(Arrey et al., 2016).
In like manner, Kremer, Ironson, and Porr (2009) conducted a study to examine
spiritual/mind-body beliefs related to adherence to medication and decision-making about
HIV treatment. A sample of 79 (male 65%; female 35%) HIV-positive participants were
recruited from South Florida. The majority (90%) of participants reported having a
religious upbringing. A majority of participants (73%) were diagnosed with HIV
infection over 11 years prior, and were now diagnosed with AIDS based on their CD4
count. Findings from the study indicated that spiritual/mind-body beliefs were positively
associated with treatment decision-making and adherence to HIV medications. Findings
identified certain beliefs (i.e. God or a Higher Power controlled health or individual‟s
mind controlled health) as barriers to accepting and/or adhering to HIV treatment and
ART (Kremer et al., 2009).
Level of Education
Data from prior studies have shown correlations between level of education and
HIV knowledge (Yaya, Bishwajit, Danhoundo, Shah, & Ekholuenetale, 2016; Pellowski,
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Kalichman, Matthews, & Adler, 2013). Poverty, discrimination, and inequality are
contributing factors associated with an individual‟s risk behaviors and facilitation of HIV
transmission and prevalence (Pellowski et al., 2013). Additionally, income, education,
and employment are directly linked, and play an important role in the HIV/AIDS
epidemic (Yaya et al., 2016; Song et al., 2011). Song et al. (2011) postulates that health
is affected by behaviors and behaviors are strongly associated with an individual‟s
economic status (i.e. income, education).
Quality education provides a powerful force and stronghold that is necessary for
the current epidemic of HIV/AIDS (The Global Coalition of Women and AIDS
[GCWA], 2017). Mwamwenda (2014) posits that the more education an individual
possesses, the less vulnerable the individual, with greater incidence of safer sexual
practices, postulating that females with higher levels of education are less likely to
contract HIV/AIDS when compared to those with lower level of education
(Mwamwenda, 2014). Aslan and Cutler (2013) supported the view that girls should be
encouraged to stay in school and gain a higher education, suggesting a direct association
between higher level of education and delay of sexual engagement. Delaying the
initiation of sexual practices reduces lifetime risk of contracting STIs, including HIV
infection (Aslan & Cutler, 2013).
Rahman, Kabir, and Shahidullah (2009), conducted an investigation on
HIV/AIDS knowledge and awareness among 3,362 adolescent females in Bangladesh.
Findings from the investigative study suggest that the number of years in school
correlated with their knowledge and awareness of HIV/AIDS, in that, the longer students
stayed in school, and the higher the education level attained, the less risk of contracting
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HIV infection (Rahman et al., 2009). Similarly, Jukes, Simmons, and Bundy (2008)
reported a direct correlation between level of education and HIV/AIDS, whereby
education affects the thought processes of individuals, which influence social cognition
and behaviors. Furthermore, educated individuals often belong to social groups and
networks that influence behaviors, for example social norms are powerful predictors of
intention to use condoms during sexual intercourse, depending on the number of network
partners that also share these protective behaviors and practices (Jukes et al., 2008; Giles,
Liddell, & Bydawell, 2005).
Oliveira-Campos, Giatti, Malta, and Barreto (2013), reported that among 60,973
Brazilian adolescent participants, having a good family life and being in school are
associated with better sexual behaviors and practices, with lower rates of STIs and
pregnancies. Conversely, in a retrospective study conducted in the U.S. among 3,886
teenage participants, dropping out of school at an early age was associated with
compromised sexual and emotional development, leading to lower rate of condom use
(Chen, Wen, Fleming, Demissie, Rhoads, & Walker, 2007).
Undeniably, there is a strong correlation between level of education, HIV
knowledge, and sexual risk behaviors (Global Coalition on Women and AIDS [GCWA],
2017; Jukes et al., 2008; Mwamwende, 2014; Yaya et al., 2016; Pellowski et al., 2013;
Song et al., 2011; Rahman et al., 2009). However, there is also a link between level of
education and gender inequality that impacts HIV infection and sexual risk behaviors
among women (Fladseth, Gafos, Newell, & McGarth, 2015; Watts & Seeley, 2014).
There is a strong and undeniable relationship between the current HIV epidemic,
gender inequality, and violence against women (Wattes & Seeley, 2014). Higher levels
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of condom use among men and women have been associated with higher levels of
education (Fladseth et al., 2015), whereas inconsistent or lack of condom use have been
associated with lower levels of education, substance abuse, and violence against women
(i.e. forced sex) (Fladseth et al., 2015; Kalichman, Simbayi, & Cain, 2010). Additionally,
women who experience violence, often engage in risky sexual behaviors, including
inconsistent or no condom use, substance and drug abuse, and promiscuous sexual
behaviors which ultimately put women at risk for contracting HIV infection and STIs
(Campbell, Baty, Ghandour, Stockman, Francisco, & Wagman, 2008).
Gellespie-Johnson (2008) reported that among 20 Jamaican women who migrated
to the U.S., less than 50% of participants showed interest in gaining more knowledge
about HIV prevention strategies, especially related to implementing condom use during
intercourse. These participants were afraid of the consequences (i.e. domestic violence
and/or abandonment) associated with trying to negotiate condom use with sexual
partners. Moreover, one participant shared that her sister was hit in the face and thrown
out of the home because she asked her boyfriend to use a condom (Gellespie-Johnson,
2008).
In a study by Wight, Plummer, and Ross (2012), among 158 Tanzanian
participants, men generally had more power than women in the relationship. Men had
more access to paid employment, and owning land, property, and livestock.
Consequently, women with limited economic opportunities adapted into a more
subservient and subordinate role, and with ultimately less sexual power within the
relationship (Wight et al., 2012). Wight et al, (2012) further explained that due to a lack
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of educational and economic opportunities among this population, there was a lack of
sexual health knowledge and inadequate preventative measure from HIV transmission.
Social, economic, and cultural factors contribute to the rising number of HIV
infections among heterosexual women, especially among women who are dependent on
male sexual partners (Wattes & Seeley, 2014). Odimegwu and Somefun (2017),
emphasized the need to look beyond just individualized psychological processes of HIV
transmission, and to recognize sociocultural factors (i.e. social, economic, cultural) that
contributes to sexual risk behaviors and practices (Oliveira-Campos et al., 2013;
Musiimenta, 2012). Similarly, Wight et al. (2012), suggested that deep-rooted
sociocultural factors (i.e. societal norms, gender-power) may be fundamental barriers that
deter safer sexual practices and behaviors, accomplished by promoting masculine
ideology and discouraging female empowerment.
Substance Use
There has been an inextricable link between drug/substance use and HIV/AIDS
since the beginning of the epidemic (National Institute of Drug Abuse [NIDA], 2017).
Alcohol and substance use promulgate risky sexual behaviors among adolescents (NIDA,
2017; Monahan, Oesterle, Rhew, & Hawkins, 2014; Steinberg, 2004) and adults (Brown,
Gauze, & Nothern, 2016; King, Nguyen, Kosterman, Baily, & Hawkins, 2012; Ellickson,
McCaffery, & Klein, 2009). Significant relations between excessive alcohol
consumption and risky sexual behaviors have been reported, with increased frequency of
unprotected sex, sexual intercourse with multiple partners, sex with new partners, and
inconsistent or lack of condom use (Lewis, Hutton, Agee, McCaul, & Chander, 2015;
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Schneider, Cherish, Neuman, & Parry, 2012), thereby increasing the risk of HIV
infection (CDC, 2016; Scott-Sheldon et al., 2009; Cook et al., 2006).
The substances most commonly used in the Caribbean are alcohol, nicotine,
marijuana, and crack cocaine (Reid, Malow, & Rosenberg, 2012; Saint-Jean, Devieux,
Mallow, Tammara & Carney, 2011). Alcohol plays an important social and cultural role
among Caribbean youths and adults (NIDA, 2017; King et al., 2012; Ellickson et al.,
2009), with the legal drinking age of 18 years (Reid et al., 2012). Substance abuse,
including alcohol use, perpetuates hazardous and harmful behaviors, contributing to
injury, infectious diseases, and in cases even death (WHO, 2011).
Substance use and alcohol consumption are prevalent in the Caribbean, including
Trinidad and Tobago (Reid et al., 2012; Reid, 2005). Data supports the notion that
substance and alcohol use/abuse are directly associated with risky sexual behaviors and
increased risk for exposure to STIs, including HIV infection (Reid et al., 2012; WHO,
2011). In Trinidad and Tobago, alcohol is more predominantly used than any other drugs
during social settings (Baldeo, 2012; Reid et al., 2012) and consumed by both males and
females.
Physiologically, females become more intoxicated than males when consuming
the same amount of alcohol, putting women drinkers at a disadvantage (Baird et al.,
20017), especially with implications for decreased sexual transactions that often occurs
while intoxicated (Reid et al., 2012). Females are thereby more inclined to exhibit
impaired judgment, increased sexual risk behaviors, and failure to negotiate safer sexual
practices (Reid et al., 2012; Saint-Jean et al., 2011; Baird et al., 2007). Reid et al. (2012)
reported a positive association between the use of alcohol and HIV infection. Alcohol
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consumption is associated with an increase in sexual desires and heightened sexual
arousal, leading to impaired judgment and a decrease in condom use during sexual
activities (Reid et al., 2012). Parks, Collins, and Darrick (2012) agreed that alcohol and
drug use are associated with inconsistent condom use, thereby influencing safe sexual
practices.
Alcohol use is associated with risky sexual behaviors, with an increased risk of
contracting STIs, including HIV infection. A study was conducted by Ellickson et al.
(2009) to assess school-based substance use prevention and its association with risky
sexual behaviors among unmarried young adults who are sexually active. A sample of
1,901 participants was recruited (60% females, 40% males). Findings from the study
indicated that 71% of participants reported inconsistent or no condom use during sexual
intercourse in the last year and 50% reported having multiple concurrent sexual partners
in the last year. Additionally, 32% of participants reported engaging in risky sexual
behaviors (i.e. unprotected sex), which was directly related to alcohol or other substance
use/abuse (Ellickson et al., 2009).
In a study by Morrison-Beedy, Carey, Feng, and Tu (2008), a total of 102
participants were recruited to describe risky sexual behaviors (substance abuse,
psychological distress) and identify predictors of vaginal intercourse without using
protection. The sample consisted of unmarried, sexually active, heterosexual females,
ages 18-21. Binge drinking (4 or more drinks) was reported by 70% of the population,
marijuana use by 30%, and opiates use by 12%. Findings from the study suggested that
there is a direct association between psychological stress, sexual risk behaviors, and
substance abuse. The higher the psychological stress experienced, the more participants
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reported using substances, while implementing risky and unprotected vaginal intercourse.
Among this population, reports of substance abuse, especially marijuana and alcohol,
were high. Moreover, many of those participants were not of legal drinking age.
Findings supported that there is a correlation between substance use/abuse and sexual risk
behaviors (Morrison-Beedy et al., 2008).
Summary of Chapter 2
Findings from the literature review indicated that there are still myths and
misconceptions regarding HIV infection almost four decades after the first reported case
of the disease. Attitudes and perceptions of condom use and sexual risk behaviors are
predictive measures in assessing actual risky sexual behavior and practices. Negative
attitudes often lead to risky behaviors. Religious beliefs and cultural norms often make
condom negotiation difficult, even dangerous, for women. Socioeconomic status (i.e.
level of education, employment, income) has an impact on woman‟s ability to negotiate
condom use, especially if the woman is dependent on a spouse/partner for support.
Substance use, especially alcohol, in the Caribbean is strongly associated with HIV
infection, by decreasing inhibition and increasing sexual risk behaviors.
Sexual behavior is a complex and private activity often influenced by personal,
social, cultural, moral, and religious norms (Chanakira, O‟Cathain, Goyder, & Freeman,
2014; Fenton, Johnson, McManus, & Erens, 2001).
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CHAPTER III
METHODOLOGY
Research Design
The methodological approach that was utilized for this study was a quantitative
cross-sectional descriptive and correlational study. The quantitative research method
emphasizes objective measurements utilizing statistical or numerical analysis of
information gathered via surveys or questionnaire (Babbie, 2010), implementing the
process of collecting, analyzing, and interpreting the information to better understand and
explain a given phenomenon (Williams, 2007; Leedy & Ormrod, 2001).
Descriptive statistics are used to describe characteristics and to examine variables
for any violation of the assumptions (Pallant, 2016), attempting to determine whether the
variables under investigation can predict and provide information on behaviors and
attitudes of a given group (Salkind, 2008). Correlational study describes the strength and
direction of the relationship between two variables, including similarities or differences
between their means (Pallant, 2016). With correlation coefficients, emphases are placed
on describing the relationship between variables rather that indicating the causation
(Salkind, 2008).
Multiple regressions were also utilized in this dissertation study. Multiple
regressions explores the relationship between one continuous dependent variable (i.e.
attitudes about condom use and sexual risk behaviors) and several independent variables
(HIV knowledge, attitudes, religious beliefs, level of education, substance use) (Pallant
2016; Salkind, 2008).
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Sample
The study was conducted in the southern part of Trinidad. Trinidad is one part of
the twin islands “Trinidad and Tobago” in the Caribbean. There are an estimated 1.3
million individuals living in Trinidad and Tobago (Central Statistical Office, 2016).
Adult women (i.e. 18 years and older) were selected as the sample participants for the
study. A power analysis, using G*Power, was conducted to determine the number of
participants needed for this specific study. G*Power is a program used to determine
appropriate effect size, and is frequently used in social, biomedical, and behavioral
sciences (Faul, Erdfelder, Lang, & Buchner, 2007). Results from the power analysis for
multiple regressions determined a sample size of 74 participants was needed for this
dissertation study. Additional participants were recruited to ensure adequate power was
obtained for descriptive, correlational, and analysis of variance. Furthermore, to
accommodate for any missing data, more participants were recruited. One hundred and
thirty-two questionnaires were administered to Trinidadian women that met all the
inclusion and exclusion criteria for this study. One hundred and twenty-seven
questionnaires were completed and returned, while five participants left without
completing the questionnaires. Of the 127 questionnaires that were returned, 113 were
selected to be part of the study, while 14 were not included due to missing data.
It is neither practical nor feasible to study the whole population; hence an
adequate and accurate sample size is imperative in obtaining statistical significance (Faul
et al., 2007). Therefore, a smaller number of individuals are selected from the general
population to represent the larger populace, with the smaller number of individuals
known as the “sample” (Kadam & Bhalerao, 2010). The sample size of any research
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study is dependent on an acceptable level of significance, power of the study, and effect
size (Kadam & Bhalerao, 2010; Faul et al., 2007). The level of significance or alpha is
measured by the p-value which is typically set at 0.05. Alpha is the probability of finding
significance where there is none, getting a false positive, this is known as a Type I error.
With an alpha set at 0.05 there is a 5% chance of committing a Type I error, and
erroneously reporting a significant effect (Polit & Beck, 2012; Kadam & Bhalerao,
2010).
The power to determine statistical significance in a given test is defined as the
probability of failing to detect a difference when there is actually a difference (Kadam &
Bhalerao, 2010), this is known as a Type II error, with the likelihood of rejecting a false
null hypothesis, and getting a false negative (Polit & Beck, 2012). Conversely, Type II
error is the probability of reporting no significant finding when there is actually
significant finding(s) (Kadam & Bhalerao, 2010). A power is typically set at 0.80
thereby accepting that one in five times a real difference may be missed (Polit & Beck,
2012; Kadam & Bhalerao, 2010). The higher the power, the less likely a real difference
will be missed, (Polit & Beck, 2012; Kadam et al., 2010). For purposes of this study, the
power was set at 0.95, therefore promoting a lesser chance of getting and reporting a false
negative. Trochim (2006) agreed that in social research, statistical power should be
greater than 0.80 in value.
Effect size is the magnitude of the differences between two groups, with emphasis
on the size of the difference (Coe, 2002), without taking into account the variability of
the scores (Sullivan & Feinn, 2012). Cohen (1988) posit that an effect size measures the
strength of the relationship between variables in a given population and are classified as
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small (0.2), medium (0.5), and large (0.8). A medium effect size was implemented for
this dissertation study.
Setting
Participants were recruited in Trinidad. A letter of access and support was
obtained from the manager of a large supermarket located in the southern region of
Trinidad, prior to conducting the study. The manager gave permission to recruit
participants from patrons who were frequenting the business establishment. Potential
participants were approached as they were entering or exiting the supermarket.
Recruitment also took place in some public areas (recreation parks), as well as people
participating in group activities (community environmental meetings and educational
workshops). The women approached were asked if they would be interested in
participating in a research study about HIV/AIDS. A majority of the women approached
about the study agreed to participate. However, some women stated they were too busy,
while a few were not interested in taking the survey. Only a few women stated that their
husbands would not approve of them participating in a study that assessed such private
and personal details of their lives, regardless that measure were taken to ensure
anonymity and confidentiality of individuals participating in the study. No coercion was
used with these women; they were just thanked for their time and wished a good day.
Women who showed interest in participating were given a cover letter to read
regarding the research study, upon which they gave verbal consent to be a part of the
study (see Appendix D). Some women briefly glanced over the cover letter and then
asked the researcher for a verbal description of the study. An overview of the study was
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provided for those women. Verbal informed consent was required from participants
before they were given a questionnaire packet to complete.
Selection of Participants
Convenience sampling techniques were utilized in the recruit of participants for
this study. Convenience sampling is a nonprobability or nonrandom selection of a subset
of individuals to putatively represent a larger target population based on easy
accessibility, willingness to participate, and in the right geographical proximity relevant
to the nature of the research (Etikan, Musa, & Alkassim, 2016; Dornyei, 2007).
Although convenience sampling is considered a somewhat weak sampling technique, it is
also affordable, thereby also making it economically sound (Etikan et al., 2016).
Inclusion criteria


Female



18 years and older



Able to read, write and understand English



Self-identified as heterosexual



Born and raised in Trinidad and Tobago
Exclusion criteria



Male



Ages of less than 18 years



Cognitive impairment



Do not self-identify as heterosexual



Immigrated to Trinidad and Tobago
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Protection of Human Rights
A request was submitted to the Institutional Review Board (IRB) at Florida
International University (FIU) for the purpose of gathering data from human subjects for
this dissertation study. Under the Florida International University‟s (FIU) research site,
the IRB is a committee that was established to ensure the protection of human subjects in
research and guided by federal regulations, with the purpose of protecting the rights and
welfare of human participants in research. IRB approval was obtained from FIU on June,
16th, 2017. Shortly after obtaining IRB approval from FIU, recruitment and data
collection were initiated among participants in Trinidad.
Potential Benefits
For this study, there were no direct benefits to individual participants. However,
brochures with information about HIV/AIDS prevention strategies, and local HIV testing
sites were offered to both participants of the study and individuals who declined to
participate in the study.
This study sought to examine the knowledge and attitudes about HIV infection, and
sexual risk behaviors among Trinidadian women. Therefore, knowledge gained from the
study has the potential to contribute to health education, research, policies, and practices
that can be beneficial to nurses, physicians, and other healthcare providers. Data
obtained can be used to provide HIV intervention in a culturally sensitive and genderrelevant manner.
Participants were not paid to participate in the study. However, small tokens of
appreciation were given to participants. Upon completion and return of the
questionnaires, participants were given a lip-gloss and a costume jewelry bracelet.
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Participants were able to choose from an assortment of colors for the lip-gloss and
different designs, patterns, and colors of the bracelet. The small tokens per participant
were worth $5.00 (U. S. dollars).
Potential Risk and/or Discomfort
This study was determined to pose no greater than minimal risk or discomfort to
participants. Each participant was verbally informed about the nature of the study, and
emphasis was placed on confidentiality and anonymity of the data collected. Participants
were asked to refrain from including any personal identifiers (i.e. name, home address, email address, phone number); moreover, each envelope containing questionnaires was
unmarked. Upon completion of the questionnaires, participants were asked to seal the
envelopes and drop them in an unmarked box. Each participant was informed that
participation was strictly voluntary and she could withdraw from the study at any time.
Each participant gave verbal consent before being given a packet to complete.
Participants were asked to read each question carefully and answer each question
honestly and completely.
Some questions included in the questionnaire could be embarrassing or upsetting
to participants; therefore, participants were informed that they could withdraw from
participating at any time, even if they had already started filling out the survey. None of
the participants expressed discomfort or concern about completing the questionnaire,
however, five participant left before completing the questionnaires, stating they had to
leave for personal reasons. Additionally, participants were offered brochures with
information about HIV/AIDS, as well as locations of local HIV testing sites. Data
collection took place over a two-month period in 2017.
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Informed Consent
Recruitment of participants was conducted at a local business establishment in
Trinidad, local recreation park, at community environmental workshops, and educational
meetings. Participants were approached and asked if they would be interested in
participating in a study about HIV/AIDS. Potential participants were given a cover letter
to read, which detailed the nature of the study. Participants who agreed to take the
survey, had to verbally say “yes”, and were then given the questionnaires to complete. A
booth was set up for the study outside the business establishment, and at the other places
where participants were recruited. Participants who said "no" to the study were not given
the questionnaires to complete, however were offered brochures with information about
HIV prevention strategies, as well as locations of HIV testing sites. Participants were
informed that they could stop taking the survey at any time before or after starting
without any consequences.
Confidentiality and Privacy
The booth that was set up at the supermarket was strategically placed to the side
of the main entrance to ensure visibility. To ensure privacy, each participant was
provided with a chair and an individual clipboard to complete the survey. The surveys
were self-administered with the researcher being present to answer any possible
questions. Upon completion, each participant placed the survey in the provided
envelope, and dropped the sealed envelope in the enclosed and secure box. Additionally,
participants were asked to not disclose extremely sensitive, private information (i.e. HIV
status). Each participant was verbally informed about the nature of the study, and
emphasis was placed on confidentiality and anonymity of the data collected.
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After each day of data collection, the sealed envelopes were removed from the
enclosed box and placed in a file cabinet in the locked bedroom of the researcher in the
researcher‟s home in Trinidad and Tobago. Additionally, only the researcher had access
to her private bedroom. After all the necessary data were collected, the researcher then
personally transferred the data from Trinidad and Tobago in her carry-on luggage to
ensure security, and minimize the risks of data loss. Upon arriving back to Florida, the
researcher placed all the data collected from Trinidad in a locked cabinet in her home
office. The researcher did not utilize any electronic form of data collection and storage
while in Trinidad and Tobago.
Instrumentation
Reliability and Validity of an Instrument
Assessment instruments must be both reliable and valid to ensure the credibility
of research findings. Therefore, it is imperative that instruments being used for gathering
data be tested for reliability and validity to uphold the integrity of study outcomes
(Sullivan, 2011; Cook & Beckman, 2006).
Reliability is used to describe the overall consistency of a measure instrument
(Salkind, 2008). A measure has a high reliability if it produces similar results under
consistent condition over time (Salkind, 2008) using the same setting and the same type
of subjects (Sullivan, 2011).
The most commonly used indicator of internal consistency is the Cronbach‟s alpha
(Salkind, 2008). The Cronbach‟s alpha is found in the Reliability Statistics table. Values
of ≥ .7 are considered acceptable, with values ≥ .8 being preferable.
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Validity is the extent to which a test measures what it is supposed to measure. It
is essential for a test to be valid in order for the results to be accurately interpreted and
applied (Salkind 2008)

. For outcome measures, including questionnaires and

surveys, validity refers to the “accuracy” of the measurement (Sullivan, 2011). The
validation of a scale involves the collection of empirical data concerning its use (Salkind
2008). There are three different types of validity, these are content validity, criterion
validity, and construct validity. Content validity is used to determine if a sample of items
truly reflects all items in a certain topic; criterion validity is used to determine if test
scores are systematically related to other criteria that the test taker is competent in a
certain area; and construct validity is used to determine if a test measures some
underlying psychological construct (Salkind 2008).
HIV Knowledge Questionnaire (HIV-KQ)
Knowledge is a key element in successfully implementing risk reduction
programs. Knowledge assessment is used by researchers and scientists to guide
educational interventions and to provide recommendations to enhance sexual risk
awareness (Carey, & Schroder, 2002; Carey & Lewis, 1999). Therefore, it is imperative
that interventionists, practitioners, and research scientists have a reliable, valid and
feasible instrument to assess HIV knowledge (Carey & Schroder, 2002).
The HIV Knowledge Questionnaire (HIV-KQ) was originally developed and used
as an evaluation tool among adults in a diverse community (Carey, Morrison-Beedy, &
Johnson, 1997). The HIV-KQ is a self-administer instrument that was developed using
item analysis, factor analysis, and scale construction which resulted in an initial 45-item
questionnaire that assessed HIV-related knowledge (Volpe, Nelson, Kraus, & Morrison-
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Beedy, 2007; Carey et al., 1997). The HIV-KQ was reported to be both reliable and
valid. Reliability and validity testing were conducted and determined to have internal
consistency; with Cronbach‟s alpha of 0.91, that was stable over time (Volpe et al., 2007;
Morrison-Beedy, 2003; Carey et al., 1997).
Although the HIV-KQ was found to be reliable and valid, the questions spanned a
broad range of HIV-related information and were extensive, causing concerns about
possible participant burden. Subsequently, the original 45-item HIV-KQ was revised and
adapted into a brief 18-item version (Carey & Schroder, 2002). The modified 18-item
HIV-KQ (HIV-KQ-18) was created by selecting a smaller set of items from the original
questionnaire, thereby continuing to represent the equivalent domain of interest (Carey &
Schroder, 2002). The 18-item version of the questionnaire was evaluated and determined
to possess strong and stable item association and internal consistency, with Cronbach‟s
alpha of 0.75-0.89. The psychometric analysis of the HIV-KQ-18 indicated strong levels
of internal consistencies and test-retest reliabilities. All items are scored on a three-point
scale (i.e. true, false, or I don‟t know [DK]).
The HIV-KQ was created and evaluated to assess HIV-related knowledge in
heterosexual adults of both gender (Carey & Lewis, 1999). It has also been used in
studies to assess HIV-related knowledge in adolescent girls (Volpe et al., 2007;
Morrison-Beedy, Carey, & Aronowitz, 2003), college students (Adefuye, Abiona,
Balogun, & Lukobo-Durrell, 2009), and heterosexual and homosexual college students
(Eisenberg, 2001).
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Condom Attitude Scale (CAS)
The CAS (Sacco, Levine, Reed, & Thompson, 1991) is an instrument that is used
to measures attitudes about condom use in HIV-relevant behaviors. The CAS measures
feelings, biases, ideas, and convictions about an individual‟s ability to control impulse
and perceived risks of contracting HIV/AIDS during sexual intercourse (Banaj &
Heiphetz, 2010).
The original CAS has eight factors (subscales) with a total of 57-items with a testretest correlation of 0.86, and an 8-factor solution was found accounting for 85% of the
variance. Two studies were conducted to investigate the reliability and validity of the
subscales and the total scale. The Cronbach‟s alphas for both studies were between 0.75
and 0.92, yielding acceptable internal consistency. The eight factors that made up the
CAS were interpersonal impact (11 items), effects on sexual experience (10 items), selfcontrol (9 items), global attitude (9 items), perceived risk (6 items), inhibition (4 items),
promiscuity (3 items), and relationship safety (5 items). Attitudes about condom use
were assessed using three factors with a total of 15-items: perceived risk (6 items),
inhibition (4 items), and relationship safety (5 items). The responses to each item had a
5-point Likert scale i.e. (0) strongly disagree, (1) somewhat disagree, (2) neither agree
nor disagree, (3) somewhat agree, and (4) strongly agree. The test-retest correlation for
the CAS subscale (Sacco et al., 1991) ranged from 0.49 to 0.85. The higher the score on
the CAS, the more positive the participant‟s attitude is toward condom use during sexual
intercourse.
The CAS was developed through research conducted among heterosexual college
students (Helweg-Larsen & Collins, 1994). Several instruments were reviewed as
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potential tools to measure condom attitudes (Asante & Doku, 2010; Lam & Barnhart,
2006; Helweg-Larsen & Collins, 1994), however the CAS was deemed the best fit for
this study based on demographic considerations (Avants, Warburton, Hawkins, &
Margolin, 2000), after a comprehensive review of the CAS subscales.
Safe Sex Behavior Questionnaire (SSBQ)
The Safe Sex Behavior Questionnaire (SSBQ) was used to measure safe sex
behaviors among Trinidadian women. The SSBQ was constructed for the use with
college students to investigate dimensions of safer sex. Initially the questionnaire
consisted of 35 items and then reduced to 27 items. The 27-item Likert scale was
designed to measure frequency of safe sex practices and behaviors, and its impact on
reducing the risk of HIV/AIDS transmission and exposure (DiIorio, Parsons, Lehr,
Adame, & Carlone, 1992).
The SSBQ was assessed through a series of tests; the findings indicated that it had
content validity, reliability, and construct validity. Three items were dropped to form a
24-item questionnaire. The 24-item scale possesses strong internal consistency with
Cronbach‟s alpha of 0.815 (DiIorio et al., 1992). Each item is rated on a 4-point scale
ranging from 1 (never) to 4 (always) and interval levels of measurement. The 24-item
SSBQ questionnaire consists of 15 positively worded items (e.g. “I avoid direct contact
with my sexual partner’s semen”) and 9 negatively worded items (e.g. “It is difficult for
me to discuss sexual issues with my sexual partner(s)”). Subsequently, reverse coding
was utilized for the negative worded items, whereupon responses were added to obtain a
total score. The added scores for the 24-item scale ranged from 24 to 96. The higher the
scores on the scale, the greater frequency of safer sex are practiced. The SSBQ is divided
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into five subscales, i.e., risky behaviors, assertiveness, condom use, avoidance of bodily
fluids, and avoidance of anal sex (DiIorio et al., 1992).
The SSBQ was used to measure correlations between self-efficacy and the
implementation of condom use among 1,349 college students of both genders. The
reported findings posit that the more confident an individual felt about discussing
condom use the easier it was to negotiate the use of condoms during sexual intercourse.
Thereby, indicating a link between self-efficacy and safer-sex communication (DiIorio,
Dudley, Lehr, & Soet, 2000). This finding supported and validated those of BasenEngquist (1992) whose findings indicated that greater self-efficacy begets greater
intention to discuss and implement safer sex practices with sexual partners.
Demographic Questionnaire
A demographic questionnaire was developed to collect descriptive data and sociodemographic characteristics. A 26-item demographic questionnaire was developed by
the researcher. The questionnaire encompassed both categorical (nominal, ordinal,
dichotomous) and continuous (interval, ratio) data, as well as select open-ended
questions. This study integrated select demographic factors into the research questions
and hypotheses as predictor variables.
The first item on the demographic questionnaire was an open-ended question
“What is your current age?” and measured in years. The next five items asked about
relationships, with the second item “What is your current relationship status?” which
implemented a nominal approach, with (1 = single, 2 = married, 3 = separated, 4 =
divorced, 5 = widowed). The third item measured monogamy in a dichotomous level (1
= yes, 2 = no, 3 = N/A not in a relationship). Item number four was an open-ended
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question “How long are you in your relationship (if applicable)?” measured in years.
Item number five was an open-ended question “How old were you when you had your
first sexual experience?” measured in years. Item number six was an open-ended
question “What is the total number of sexual partners you had in your lifetime?”
measured in years. Items number seven and eight were dichotomous questions “Have
you been tested for HIV?” and “Have you been tested for any sexually transmitted
diseases?” with (1 = yes, 2 = no). Item number nine was designed to reaffirmed sexual
orientation “What is your sexual orientation?” since being heterosexual was an inclusion
criteria for participating in this study. This item proved to be appropriate and necessary
because one of the participants checked the “bisexual” option and was excluded from the
study.
Item number ten was measured as an ordinal variable that measured the level of
education participants completed “What is your highest level of education?” with (1 =
less than high school, 2 = completed high school, 3 = technical (trade) school, 4 =
associate degree, 5 = bachelor degree, 6 = graduate degree [Masters or Doctoral]).
Item number eleven was a dichotomous question “Are you currently employed?” with (1
= yes, 2 = no). Item number twelve was to assess annual income, and was measured
categorically in Trinidad and Tobago currency, with the question “What is your yearly
income? [Answer in Trinidad dollars]”, the options provided were (1 = less than
$25,000; 2 = $25,001 to $50, 000; 3 = $50,001 to $75,000; 4 = $75,001 to $100,000; 5
= $100,001 to $125,000; 6 = $125,001 to $150,000; 7 = greater than $150,000, 8 =
prefer not to answer). For item number twelve, the option “prefer not to answer” was
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given as an alternative in the event that participants did not feel comfortable disclosing
their income.
Item number thirteen used nominal categories to determine race “What is your
race?” with (1 = East Indian, 2 = African, 3 = Caucasian, 4 = Chinese, 5 = Hispanic, 6
= mixed race, 7 = other: please specify). Item number fourteen “What is your religion?”
was measured as a nominal variable (1 = Roman Catholic, 2 = Hindu, 3 = Muslim, 4 =
Baptist, 5 = Methodist, 6 = Presbyterian, 7 = Jehovah’s Witness, 8 = other Christian:
please specify, 9 = other non-Christian: please specify), with alternative options in the
event that participants religious affiliation was not listed. Item number fifteen “Would
you consider yourself religious?” was measured using a nominal variable (1 = very
religious, 2 = somewhat religious, 3 = not religious). Item number sixteen measured
attendance at place of worship “How often do you attend religious services?” using
nominal measurement (1 = two or more times per week, 2 = once per week, 3 = two
times per month, 4 = once per month, 5 = only on special occasions, 6 = not at all). Item
number seventeen “If you do something bad, do you think God will punish you?”
implemented a dichotomous measurement, with (1 = yes, 2 = no). Item number eighteen
“How strongly do your religious beliefs influence your daily life?” was measured using a
nominal variable (1 = very much, 2 = somewhat, 3 = not at all).
Items number nineteen to twenty-one asked about drug use. Item number
nineteen “Do you use any type of drugs?” with options (1 = yes, 2 = no, 3 = sometimes).
Item number twenty was an open-ended question to determine what type of drugs
participants used, “If you do use drugs: what type do you use? Please specify”. Item
number twenty-one was to determine the frequency of participants drug use “If you do
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use drugs: how often do you use? Please specify” which was measured as an open-ended
question.
Item number twenty-two “Do you drink alcoholic beverages?” implemented a
dichotomous measurement (1 = yes, 2 = no). Item number twenty-three implemented a
select all that applies approach to determine the types of alcoholic beverages participants
consumed, with the question “If you drink alcohol: what type is it? (select all that
applies”, with the options (1 = beer, 2 = wine, 3 = rum, 4 = vodka, 5 = scotch whiskey, 6
= cocktails, 7 = other [please specify]). Item number twenty-four “If you drink alcohol:
how much and how often do you drink? (Choose one answer)” used a nominal
measurement with the options (1 = more than 3 alcoholic drinks per day, 2 = 1-2
alcoholic drinks per day, 3 = more than 3 alcoholic drinks per week, 4 = 1-2 alcoholic
drinks per week, 5 = only on special occasions [family meetings, weddings, farewells]).
Item number twenty-five “Do you smoke cigarettes?” implemented a dichotomous
measurement, with the options (1 = yes, 2 = no). Item number twenty-six “Does
smoking cigarettes make you want to drink more alcohol?” with the options (1 = yes, 2 =
no, 3 = not applicable [does not smoke cigarettes]), was the final item on the
demographic questionnaire.
Data Analysis
Upon completion of data collection from Trinidadian women, the information
gathered was analyzed using statistical analysis software package (SPSS) version 22.
SPSS is a computer software program, developed in 1968, and it is used by professionals
in business, academia, and research. The software provides a range of statistical
techniques that allow the researcher to manage data, perform a variety of different
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analysis, and disseminate results (IBM, 2012). SPSS software has been widely used in
research studies. Ouzouni and Nakakis (2012) utilized the SPSS software (Version 17) to
analyze the data collected in a study to examine and explore behaviors, knowledge, and
attitudes about HIV/AIDS among 279 nursing students in Greece. The researchers
employed descriptive and inferential statistical analysis for the study (Ouziuni &
Nakakis, 2012). Rairikar and Bhandari (2016) used SPSS (Version 20) to perform t-test
analysis on data gathered to examine knowledge and attitude of paramedical staff and
hospital support staff towards HIV infection.
Summary of Chapter 3
This dissertation study focused on acquiring data regarding HIV knowledge,
attitudes, and sexual risk behaviors among Trinidadian women. The study took place in
Trinidad, with a target population of adult (minimum 18 years) women. Recruitment
took place over a two-month period in 2017. Data were gathered using the HIV-KQ-18,
CAS, SSBQ, and a demographic questionnaire. Precautions were taken to ensure the
privacy of the participants.
Data were analyzed using statistical analysis software package (SPSS) version 22.
Descriptive and Frequencies, Pearson product-moment correlation coefficient (r), oneway between groups ANOVA, and Multiple Regression analyses were implemented to
assess HIV knowledge, attitudes about condom use, religious beliefs, level of education,
and substance use among Trinidadian women.
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CHAPTER IV
RESULTS
The purpose of this study was to examine and evaluate the knowledge, attitudes,
and sexual risk behaviors of Caribbean women, who are currently living in Trinidad,
regarding HIV awareness and their current lifestyle choices and behaviors. Identifying
knowledge, attitudes, and sexual risk behaviors among this population will provide new
information that can be used to recognize and implement prevention strategies in a
culturally sensitive and gender-relevant manner.
This study was guided by the Theory of Planned Behavior to explain and predict
sexual risk behaviors, including subjective norms and attitudes, and how this may
influence condom use (Fisher & Fisher, 2000) among Trinidadian women. A descriptive,
correlational design was utilized to for the study. Descriptive and correlational statistics
were used to assess and understand the impact of factors (i.e. HIV knowledge, attitudes
about condom use, religious beliefs, level of education, substance use) associated with
sexual behaviors among Trinidadian women. One-way between-groups ANOVA were
used to explore the impact of age and race/ethnicity on HIV knowledge. Multiple
regressions were used to explore the relationship between one continuous dependent
variable (i.e. sexual risk behavior) and several independent variables (i.e. HIV
knowledge, attitudes about condom use, religious beliefs, level of education, substance
use).
Data were collected from Trinidadian women, ages 18 years and older, living in
the Southern region of Trinidad. Data were collected over a two-month period, using a
non-probability convenience sample technique. Recruitment also took place in a large
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supermarket, public areas (recreation parks), as well as individuals participating in group
activities (environmental community meetings and workshops). After receiving verbal
consent participants were given a self-administered questionnaire that consisted of three
standardized instruments (i.e. HIV-KQ, CAS, SSBQ, and a demographic questionnaire).
The questionnaire consisted of 83 items (HIV-KQ – 18 items, CAS – 15 items, SSBQ –
24 items, and demographic questionnaire – 23 items). The 23 – item demographic
questionnaire was developed by the researcher and used to obtain descriptive information
and characteristics from participants. Data were analyzed using Statistical Package for
Social Sciences (SPSS) Version 22.
Description of the Sample
Through the use of convenience sampling techniques, a total of 132
questionnaires were administered to Trinidadian women, ages 18 years and older. Five
of the participants had to leave before fully completing the questionnaire and left without
returning the incomplete questionnaires. Therefore, a total of 127 questionnaires were
completed and returned. Of the 127 questionnaires that were returned, 113
questionnaires were completed without any missing data, 13 questionnaires had between
5% and 20% missing data, and in one questionnaire the participant responded that she
engaged in bisexual relationships. Only the fully completed questionnaires (n = 113)
were used in this study, giving the survey a response rate of 85.6%. Based on the G*
Power analysis conducted to determine sample size, a total of 113 participants was an
adequate and appropriate sample size for the purpose of this study. Additionally, the 113
questionnaires used in this study met all of the inclusion and exclusion criteria discussed
in Chapter III.
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Demographic Characteristics of the Sample
The sample size comprised of 113 participants in this study. All participants (n
=113; 100%) reported their age. The average age of participants was 35.52 (SD = 10.69),
and ranged from 18 to 58 years old. The largest number of participants (n = 9, 8%) was
40 years old and
(n = 7, 6.2%) was 24 years old, with (n = 57, 50.4%) being 37 years and older.
See Table 1 and Figure 1 for the descriptive statistics of age.

Table 1. Age of Participants (N =113)
Range

M
18 – 58 years

SD
35.52

Median
10.69

61

37.00

Figure 1. Histogram of the Age of Participants (N=113)

Relationship status was measured as single, in a relationship but not legally
married (common-law), married, separated, divorced, and widowed. James (2012)
reported in the Trinidad and Tobago Guardian that in Trinidad and Tobago, common law
relationships are when two people from the opposite sex live together without legally
getting married; however they have the same rights as married couples after five years of
cohabitation or by sharing children together. Majority of participants were married (n =
62, 54.9%), with (n = 32, 28.3%) in common law relationships, and (n = 16, 14.2%) were
single. Ninety one participants (80.5%) reported being monogamous in their relationship,
while 9 (8%) reported not being faithful to their spouses/partners, and 13 (11.5%) were
currently not in a relationship. The average length of time participants were in their

62

current relationship was 11.90 (SD = 10.54) years, and ranged from less than one year to
as long as 42 years.
The mean for how long participants were in their current relationships was 11.90
(SD = 10.54) with a range of 42 years. Minimum length of relationship was one year;
with the maximum length of relationship being 42 years. Thirteen (11.5%) participants
were not in a relationship. Thirty three (29.2%) participants were in their current
relationship between 1 and 5 years; 15 (12.4%) between 6 and 10 years, 16 (14.2%)
between 11 and 15 years; 9 (9.3%) between 16 and 20 years; and 28 (24.8%) were in
their current relationship for more than 20 years.
The mean average for how old participants were when they had their first sexual
experience was 18.47 (SD = 2.98) years, and ranged from as young as 13 to as old as 30
years, with the largest number of participants (n = 24, 21.2%) at 18 years old. The
average total number of sexual partners was 3.69 (SD = 3.32) ranging from a minimum of
one partner to a maximum of 18 sexual partners. A majority of participants (n = 35,
31%) had only one lifetime sexual partner, with (n = 20, 17.7%) had two lifetime sexual
partners, (n = 13, 11.5%) had three lifetime sexual partners, (n = 15, 13.3%) had four
lifetime sexual partners, (n = 26, 23%) had between 5 and 10 lifetime sexual partners, and
(n = 4, 3.5%) had between 11 and 18 lifetime sexual partners.
Fifty nine (52.2%) participants reported being tested for HIV infection, while 44
(47.8%) reported never getting tested. Fifty seven (50.4%) participants reported being
tested for sexually transmitted infections, while 56 (49.6%) reported never getting tested.
See Table 2 for descriptive statistics of relationship characteristics.
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Table 2. Relationship Characteristics (N =113)

Characteristics

n

%

Single

16

14.2

Common law (in a relationship: not legally married)

32

28.3

Married

62

54.9

Separated

1

.9

Divorced

1

.9

Widowed

1

.9

Monogamous

91

80.5

Not monogamous

9

8.0

NA (not in a relationship currently)

13

11.5

1–5

33

29.2

6 – 10

14

12.4

11 – 15

16

14.2

16 – 20

9

9.3

More than 20

28

24.8

Thirteen (13)

3

2.7

Fourteen (14)

2

1.8

Fifteen (15)

4

3.5

Sixteen (16)

19

16.8

Seventeen (17)

17

15.0

Eighteen (18)

24

21.2

Relationship Status

Monogamy

Length of current relationship (years)

Age of first sexual experience (years)

64

Nineteen (19)

12

10.6

Twenty (20)

12

10.6

Twenty-one (21)

6

5.3

Twenty-two (22)

3

2.7

Twenty-three (23)

6

5.3

Twenty-five (25)

1

.9

Twenty-seven (27)

2

1.8

Twenty-nine (29)

1

.9

Thirty (30)

1

.9

One (1)

35

31.0

Two (2)

20

17.7

Three (3)

13

11.5

Four (4)

15

13.3

Five (5)

6

5.3

Six (6)

7

6.2

Seven (7)

3

2.7

Eight (8)

2

1.8

Nine (9)

4

3.5

Ten (10)

4

3.5

Eleven (11)

1

.9

Twelve (12)

1

.9

Eighteen (18)

2

1.8

Yes

59

52.2

No

54

47.8

57

50.4

Total number of lifetime sexual partners

Tested for HIV infection

Tested for Sexually Transmitted Infection
Yes
65

No

56

49.6

Socioeconomic status was measured by level of education, employment status,
and income. Level of education was broken down into different categories, i.e. less than
high school, completed high school, technical (trade school), associate degree, bachelor
degree, or graduate degree. Majority of the participants (n = 49; 43.4%) reported having
completed high school, with the second largest percentage (n = 35, 31%) earning a
bachelor degree. Majority of the participants were currently employed (n = 91; 80.5%),
while the number of participants that were unemployed was much lower (n = 22; 19.5%).
Yearly income was measured in Trinidad and Tobago currency, which is also
called dollars. The current exchange of U.S. $1.00 is equal to Trinidad and Tobago
$6.76. The majority of participants (n = 30; 26.5%) earned less than $25,000. Nineteen
(16.8%) earned between $25,001 and $50,000; 17 (15%) earned between $50,001 and
$75,000; 2 (1.8%) earned between $75,001 and $100,000; 6 (5.3%) earned between
$100,001 and $125,000; 10 (8.8%) earned between $125,001 and $150,000; and 4 (3.5%)
earned greater than $150,000 on a yearly basis. Twenty five (22.1%) participants were
either unemployed or preferred not to disclose their yearly income. There was an option
to select “prefer not to answer” in the event participants did not want to disclose their
yearly income. See Table 3 for descriptive statistics of socioeconomic status.
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Table 3. Socioeconomic status (N =113)

Characteristics

n

%

Less than high school

6

5.3

Completed high school

49

43.4

Technical (Trade) school

10

8.8

Associate Degree

7

6.2

Bachelor Degree

35

31.0

Graduate Degree

6

5.3

Employed

91

80.5

Not employed

22

19.5

< $25,000

30

26.5

$25,001-$50,000

19

16.8

$50,001-$75,000

17

15.0

$75,001-$100,000

2

1.8

$100,001-$125,000

6

5.3

$125,001-$150,000

10

8.8

> $150,000

4

3.5

No income or prefer not to answer

25

22.1

Highest Level of Education

Employment Status

Yearly Income (Trinidad and Tobago Dollars)

Among the participants, the majority (n = 70; 61.9%) were of East Indian descent;
(n = 12, 10.6%) were from African descent; and (n = 31; 27.5%) were of mixed race. For
this study, participants were not asked to disclose or include their mixed racial heritage.
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One participant (.9%) reported not being in a religion (no religion). Sixty (64.6%)
were Christians, while 39 (34.5%) reported being Hindu, and 6 (5.3%) were Muslims.
Christianity was broken down into different denominations, i.e. Roman Catholic, 15
(13.3%); Baptist, 10 (8.8%); Presbyterian 14 (12.4%); Jehovah‟s Witness, 1 (.9%); and
other Christians, 27 (23.9%).
Thirty one (27.4%) reported being very religious, with 72 (63.7%) being
somewhat religious, and 10 (8.8%) reported not being religious. Participants were asked
about the frequency of attending religious services. Seventeen (15.0%) attended services
two or more times per week, 32 (28.3%) attended once per week, 12 (10.6%) attended at
least twice per month, 14 (12.4%) attended once per month, 33 (29.2%) attended only on
special occasions, and 5 (4.4%) did not attend religious services at all. Eighty-eight
(77.9%) participants believed that if they did something bad that God would punish them
for it, while 25 (22.1%) did not believe that God would punish them if they did
something bad. When asked about how strongly religious beliefs affect their daily lives,
70 (61.9%) participants reported that they affect them very much, 40 (35.4%) reported
somewhat, and 3 (2.7%) reported that religious beliefs do not influence their daily life at
all.
See Table 4 for descriptive statistics of race and religious beliefs.
Table 4. Race and Religious Beliefs (N =113)

Characteristics

n

%

East Indians

70

61.9

Africans

12

10.6

Mixed Race

31

27.5

Race
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Religion
Not religious

1

.9

Roman Catholic

15

13.3

Hindu

39

34.5

Muslims

6

5.3

Baptist

10

8.8

Presbyterians

14

12.4

Jehovah‟s Witness

1

.9

Other Christians

27

23.9

Very religious

31

27.4

Somewhat religious

72

63.7

Not religious

10

8.8

Two or more times per week

17

15.0

Once per week

32

28.3

Two per month

12

10.6

Once per month

14

12.4

Special occasions

33

29.2

Not at all

5

4.4

Yes

88

77.9

No

25

22.1

Very much

70

61.9

Somewhat

40

35.4

Religious

Attends Religious Services

If you do something bad, will God punish you?

How strong do religious beliefs influence daily life?

69

Not at all

3

2.7

When asked about drug use, 100% (n = 113) of participants reported not using
any type of illicit drugs. Eighty-four (74.3%) participants reported drinking alcoholic
beverages, while 29 (25.7%) reported that they do not consume alcoholic beverages.
Twelve (10.6%) participants reported that they drank beer, 9 (8.0%) drank wine, 6 (5.3%)
drank rum, 3 (2.7%) drank whiskey, 2 (1.8%) drank cocktails, 1 (.9%) drank vodka, and
majority of the participants, 52 (46.0%) drank two or more types of alcoholic beverages.
Twenty eight (24.8%) did not partake of alcoholic beverages.
When asked about how much and how often participants consumed alcoholic
beverages, the majority, 70 (61.9%) reported that they drank on special occasions, 10
(8.8%) consumed one to two alcoholic drinks per week, 2 (1.8%) consumed more than
three alcoholic drinks per week, 2 (1.8%) consumed one to two drinks per day, and 1
(.9%) reported consuming more than three drinks per day. When asked about cigarette
use, 1 (.9%) participant reported being a smoker, while the majority, 112 (99.1%)
reported that they did not smoke. See Table 5 for descriptive statistics of alcohol and
cigarette use.

Table 5. Alcohol and Cigarette Use (N =113)

Characteristics

n

%

Yes

84

74.3

No

29

25.7

Consume Alcoholic Beverages

70

Types of Alcohol
Beer

12

10.6

Wine

9

8.0

Rum

6

5.3

Vodka

1

.9

Whiskey

3

2.7

Cocktails

2

1.8

2 or more types of alcohol

52

46.0

More than 3 drinks/day

1

.9

1 – 2 drinks/day

2

1.8

More than 3 drinks/week

2

1.8

1 – 2 drinks/week

10

8.8

On special occasions

70

61.9

Alcohol Frequency and Amount

Exploratory Data Analysis
Frequency distributions and histograms were run with normal distribution curve
to determine outliers, skewness, kurtosis, and missing values for all subscales. Skewness
and kurtosis are applications used to test for normality, in that distributions should be
normal or near normal. Skewness measures the symmetry, or lack-thereof, of a
distribution, while kurtosis describe the characteristics of the appearance of the
distribution i.e. how flat or peaked the distribution appears in relation to a normal
distribution. The skewness and kurtosis of normal or near normal distribution are zero;
therefore, both of the constraints should be close to zero to equate a normal distribution.
The distribution range should be between -2.0 and +2.0 (Salkind, 2008; Joanes & Gill,
1998).
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HIV Knowledge Questionnaire (HIV-KQ-18)
The HIV-KQ-18 scores were totaled, with a possible range from 0 to 18, with
higher scores indicating greater knowledge about HIV transmission, diagnosis, and
prevention (Carey & Lewis, 1999). No items were deleted from the total summed score.
The skewness of the distribution (-0.84) and the kurtosis of the distribution (0.85) fell
between the range of -2.0 and +2.0, indicating the variables in the HIV-KQ-18 for this
study had a normal or near normal distribution. See Figure 2 for histogram with
superimposed normal distribution curves for HIV knowledge among Trinidadian women.

Figure 2. Histogram of HIV-KQ-18 Total Score (N =113)
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Condom Attitude Scale (CAS)
The CAS 15-item scores were totaled, with a possible range between 0 and 75,
with higher scores indicating more positive attitudes toward condom use. No items were
deleted from the total summed score. Additionally, subscale scores were not necessary
for this present study. The skewness of the distribution (0.01) and the kurtosis of the
distribution (0.59) fell between the range of -0.2 and +0.2, indicating the variables in the
CAS for this study had a normal or near normal distribution. See Figure 3 for histogram
of superimposed normal distribution curves for condom attitudes among Trinidadian
women.

Figure 3. Histogram of CAS Total Score (N =113)
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Safe Sex Behavior Questionnaire (SSBQ)
The SSBQ 24-item scores were totaled, with a possible range between 24 and 96,
with higher scores indicating safer sex behaviors among Trinidadian women. No items
were deleted from the total summed score. The skewness of the distribution (-0.91) and
the kurtosis of the distribution (-0.76) fell between the range of -0.2 and +0.2, indicating
the variables in the SSBQ for this study had a normal or near normal distribution. See
Figure 4 for histogram of superimposed normal distribution curves for safe sex behaviors
and practices among Trinidadian women.

Figure 4. Histogram of SSBQ Total Score (N =113)
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Measurement Assessments
HIV Knowledge Questionnaire (HIV-KQ-18)
The HIV-KQ is an 18-item self-administered questionnaire (Carey & Lewis,
1999) that assesses knowledge of HIV transmission, diagnosis, and prevention. The
HIV-KQ-18 was originally developed as an evaluation tool among adults in a diverse
community (Carey, Morrison-Beedy, & Johnson, 1997). Reliability and validity testing
were conducted and were determined to have strong internal consistency, with
Chronbach‟s alpha of 0.91, and maintained stability over time (Volpe eta l., 2007;
Morrison-Beedy, 2003; Carey et al., 1997). The psychometric analysis of the HIV-KQ18 indicated strong levels of internal consistencies and test-retest reliabilities. All items
are scored on a three-point scale, with the options true, false, or I don‟t know (DK).
Using the provided answer key, responses was scored as correct, incorrect or I don‟t
know. For analysis, the HIV-KQ-18 was scored using 0 for incorrect or I don’t know,
and 1 for correct, with possible scores ranging from 0 to 18.
High reliability estimates were not obtained for this present study with
Trinidadian women. The Chronbach‟s alpha for the total scale resulted in a moderate
internal consistency of 0.64. However, this is consistent with estimates found in prior
study, in which Lui, Sarangapany, Begley, Coote, and Kishore (2014) reported an
internal consistency (Chronbach‟s alpha) of 0.62 among 527 medical and nursing
student‟s perceived knowledge of HIV infection in Fiji.
Condom Attitude Scale (CAS)
The 15-item CAS was used to measure attitudes about condom use among
Trinidadian women. The items used in this present study consisted of the following
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subscales: 5-item relationship safety, 4-item promiscuity, and 6-item perceived risk. The
CAS measure feelings, biases, ideas, and convictions about an individual‟s ability to
control impulse and perceived risks of contracting HIV/AIDS during sexual intercourse
(Sacco et al., 1991; Banaj & Heiphetz, 2010), and was originally developed with
predominately White American adults (Sacco, Rickman, Thompson, Levine, & Reed,
1993). The CAS is a five-point Likert scale ranging from 0 (strongly disagree) to 4
(strongly agree). All items on the CAS are interval levels of measurement. Of the 15
items, eight questions were reverse scored. After reverse coding and scoring, all items
were summed up to provide a total general score. Possible total scores range between 0
and 60, wherein higher scores indicate more positive attitudes toward condom use.
Sacco et al., (1993) conducted two separate studies using the CAS and reported
internal consistency (Cronbach‟s alpha) between 0.75 and 0.92 for both studies, yielding
acceptable internal consistency. The study was conducted one-year apart, with 248
participants in the first study and 528 participants in the second study. Both studies were
conducted to investigate gender differences in AIDS-related condom attitudes, condom
use behaviors, and the subsequent relationship between condom attitudes and condom use
behaviors (Sacco et al., 1993). A favorable internal consistency (Cronbach‟s alpha) of
0.80 was obtained for this present study among Trinidadian women. Internal
consistencies (Cronbach‟s alpha) for subscale score were: perceived risk subscale 0.84;
inhibition subscale 0.77; and relationship safety subscale 0.79.
Safe Sex Behavior Questionnaire (SSBQ)
The 24-item SSBQ was used to measure safer sex behaviors among Trinidadian
women. The SSBQ was developed and used to investigate dimensions of safer sexual
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behaviors and practices, and its impact on reducing the risk of transmission and exposure
to HIV/AIDS among college students (DiIorio et al., 1992). The SSBQ is a four-point
Likert scale ranging from 1 (never) to 4 (always). All items on the SSBQ are interval
levels of measurement. Nine questions from the 24-items were reverse scored. After
reverse coding and scoring, all items were summed up to provide a total general score.
Possible total scores range between 24 and 96, with higher scores indicating greater
frequency of safer sex behaviors and practices.
A favorable internal consistency (Cronbach‟s alpha) of 0.79 was obtained for this
present study among Trinidadian women. This finding is similar to the one obtained by
DiIorio and colleagues (2004) with internal consistency (Cronbach‟s alpha) of 0.79.
Descriptive Findings of the Study Variables
HIV Knowledge Questionnaire (HIV-KQ-18)
The HIV-KQ-18 consists of 18 items that was used to assess knowledge of HIV
transmission, diagnosis, and prevention. Each participant responded “true” or “false” to
each item, with the option of selecting “I don’t know”, thereby decreasing the chance of
obtaining a correct answer by guessing. The higher the number of correct answers
participants scored, the greater their knowledge of HIV. For coding purposes prior to
data analysis the option “I don’t know” responses were coded with 0. According to
Wagebaar, Sullivan, and Stephenson (2012), questions in the HIV-KQ-18 that are left
unanswered or selected as “I don‟t know” are categorized and coded as incorrect answers.
Summing up the scores from the 18 items have a possible range of scores from between 0
(lowest knowledge of HIV) to 18 (highest knowledge of HIV). Therefore, the closer the
number is to 18, the more knowledge demonstrated by answering each statement item
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correctly. Measurement parameters were based on a 2-point scale, with score codes (0 =
incorrect and I don’t know, 1 = correct).
No demarcated scores were established by the developer of the HIV-KQ-18 to
indicate higher versus lower level of knowledge. However, the developer suggested that
the higher the score, the more knowledge demonstrated by the participant (Carey et al.,
1997). Therefore, based on utilization of the HIV-KQ-18 in prior studies, the use of
categories or cut scores were based on researchers‟ interpretations.
The HIV-KQ-18 minimum score was 5.00 and maximum score was 18.00, with a
range of 13.00 (M = 13.69, SD = 2.65). Since there are no demarcation scores to
categorize lower versus higher level of HIV knowledge, it is necessary to determine the
demarcation point between lower and higher levels of HIV knowledge among
Trinidadian women. For this study, parameters established as the demarcation point were
established as percentile categories. Participants who scored less than 50% of questions
correctly (n = 7, 6.2%) were interpreted as low level of HIV knowledge, participants that
scored between 50% and 75% of questions correctly (n = 44, 38.9%) were interpreted as
minimal to moderate HIV knowledge, and scores greater than 75% of questions correctly
(n = 62, 54.9%) were interpreted as high level of HIV knowledge regarding transmission,
diagnosis, and prevention.
In prior studies, researchers established demarcation based on their interpretation,
and appropriateness of their studies. Talwar and Rahman (2015) also used categorical
scoring in a study they conducted to assess HIV knowledge among 405 university
students in Malaysia, using the HIV-KQ-18 survey. However, the parameters
implemented in their study used a scoring of (≥ 7 = high, < 7 = low). Lou and colleagues
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(2014) used a different approach with scoring, in that they reported a majority (n = 405,
76.9%) of participants had at least 15 questions correct, with reported finding that
approximately 80% of participants had high knowledge on HIV infection.
HIV knowledge items from the HIV-KQ-18 that most of the Trinidadian women
who participated in this study got correct were: (a) “Pulling out the penis before a man
climaxes/cums keeps women from getting HIV during sex (n = 97, 85.8%); (b) “People
who have been infected with HIV quickly show serious signs of being infected” (n = 102,
90.3%); (c) “A person will NOT get HIV if she/he is taking antibiotics” (n = 104,
92.0%); (d) “Having sex with more than one partner can increase a person‟s chance of
being infected with HIV” (n = 108, 95.6%); and (e) “Using Vaseline or baby oil with
condoms lowers the chance of getting HIV” (n = 99, 87.6%).
Conversely, HIV knowledge items from the HIV-KQ-18 that a majority, or a
substantial number of Trinidadian women who participated in this study got incorrect
were: (a) “People are likely to get HIV by deep kissing, if their partner has HIV” (n = 65,
57.5%); (b) “There is a female condom that can help decrease a woman‟s chance of
getting HIV” (n = 58, 51.3%);
(c) “A person can get HIV from oral sex” (n = 41, 36.3%); (d) “A woman can get HIV if
she has anal sex with a man” (n = 40, 35.4%); and (e) “A natural skin condom works
better against HIV than does a latex condom” (n = 40, 35.4%).
See Table 6 for total scores of HIV knowledge (HIV-KQ18). Included in the table are
the answer (T = true, F = false) provided by the developer of the instrument, and placed
after each of the questions.

Table 6: HIV Knowledge (N =113)
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HIV Knowledge Questionnaire (Items 1-18)

Correct

Incorrect, DK

(n, %)

(n, %)

1. Sneezing and coughing do not spread HIV *(T)

79, 69.0

35, 31.0

2. A person can get HIV by sharing a glass of water with someone

94, 83.2

19, 16.8

97, 85.8

16, 14.2

4. A woman can get HIV if she has anal sex with a man *(T)

73, 64.6

40, 35.4

5. Showering, or washing one‟s genitals, after sex keeps a person

98, 86.7

15, 13.3

76, 67.3

37, 32.7

102, 90.3

11, 9.7

8. There is a vaccine that can stop adults from getting HIV *(F)

97, 85.8

16, 14.2

9. People are likely to get HIV by deep kissing, if their partner has

48, 42.5

65, 57.5

10. A woman can get HIV if she has sex during her period *(F)

98, 86.7

15, 13.3

11. There is a female condom that can help decrease a woman‟s

55, 48.7

58, 51.3

73, 64.6

40, 35.4

13. A person will NOT get HIV if she/he is taking antibiotics *(F)

104, 92.0

9, 8.0

14. Having sex with more than one partner can increase a person‟s

108, 95.6

5, 4.4

82,72.6

31, 27.4

94, 83.2

19, 16.8

17. A person can get HIV from oral sex *(T)

72, 63.7

41, 36.3

18. Using Vaseline or baby oil with condoms lowers the chance of

99, 87.6

14, 12.4

who has HIV *(F)
3. Pulling out the penis before a man climaxes/cums keeps a
woman from getting HIV during sex *(F)

from getting HIV *(F)
6. All pregnant women infected with HIV will have babies born
with AIDS *(F)
7. People who have been infected with HIV quickly show serious
signs of being infected *(F)

HIV *(F)

chance of getting HIV *(T)
12. A natural skin condom works better against HIV than does a
latex condom *(F)

chance of being infected with HIV *(T)
15. Taking a test for HIV one week after having sex will tell a
person if she or he has HIV *(F)
16. A person can get HIV by sitting in a hot tub or a swimming
pool with a person who has HIV *(F)

getting HIV *(F)

*(T) = True; *(F) = False (Correct answer for each question)
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Condom Attitude Scale (CAS)
The CAS consists of 15-items that was used to measure attitudes about condom
use among Trinidadian women. The CAS was rated on a 5-point Likert-scale ranging
from 0 (strongly disagree) to 4 (strongly agree). Higher scores indicate a more positive
attitude about using condom during sexual intercourse. CAS data were analyzed using
the CAS total score.
Negatively worded items were reversed and summed for the total score. Total
scores for the scale can range from 0 to 60. The overall mean score on the CAS for
Trinidadian women in this study was (M = 38.84, SD = 8.78), with minimum score of 18,
maximum score of 58, and a range of 40. Three subscales of the CAS were used for this
study, with (a) 5-item relationship safety ranging from 3 to 20 (M = 12.84, SD = 4.27),
(b) 4-item inhibition ranging from 2 to 16 (M = 10.71, SD = 3.32), and (c) 6-item
perceived risk ranging from 0 to 24 (M = 15.27, SD = 6.29) (See Table 7). Fifty-six
(49.6%) participants had negative attitudes about condom use, while 57 (50.4%) had
positive attitudes about condom use during sexual relations.
Condom attitude items with which Trinidadian women were more likely to agree
with included the following: (a) “If I engage in sexual intercourse without using a
condom, I could definitely catch a sexually transmitted disease” (M = 2.82, SD = 1.43);
(b) “If I‟m not careful, I could catch AIDS” (M = 2.82, SD = 1.55); (c), “I am concerned
about catching AIDS or some other sexually transmitted disease” (M = 2.15, SD = 1.54).
Conversely, condom attitude items with which Trinidadian women were more
likely to disagree with included the following: (a) “I am too old-fashioned to buy or carry
a condom” (M = 0.89, SD = 1.27); (b) “A condom is not necessary when you plan to
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marry the person” (M = 1.23, SD = 1.28); (c) “A condom is not necessary when you
know enough about the person to trust his word about his past” (M = 0.88, SD = 1.21);
(d) “I would be embarrassed to buy condoms” (M = 1.39, SD = 1.51); and (e) “I wouldn‟t
keep condoms at home because someone (e.g. my parents, siblings, friends) might find
out I was having sex” (M = 1.24, SD = 1.25).
Table 7. Descriptive Statistics for CAS Score (N =113)
Instrument

Number

M

SD

Range

15

38.84

8.78

18-58

Relationship safety

5

12.84

4.27

3-20

Inhibition

4

10.71

3.32

2-16

Perceived risk

6

15.27

6.29

0-24

of Items

Condom Attitude Scale (Total)
Subscales:

Safe Sex Behavior Questionnaire (SSBQ)
The SSBQ consists of 24-items that were used to measure safe sex behaviors and
practices among Trinidadian women. The SSBQ was rated on a 4-point Likert-scale
ranging from 1 (never) to 4 (always). Higher scores indicate greater frequency of safer
sex behaviors and practices. Negatively worded items were reversed and summed for the
total score, with a possible total score of 24 to 96. The overall mean score on the SSBQ
for Trinidadian women in this study was (M = 73.88, SD = 10.31), with minimum score
of 52, maximum score of 94, and a range of 42 (See Table 8). Fifty-nine (52.2%)
participants score ranged between 52 and 74, while 54 (47.8%) participants scored
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between 75 and 94. The distribution of scores indicates that Trinidadian women have a
moderate to high frequency of safer sexual behaviors and practices.
Safer sexual practice items to which Trinidadian women were most likely to agree
with included the following: (a) “If I know an encounter may lead to sexual intercourse, I
have a mental plan to practice safer sex” (M = 3.11, SD = 1.01); (b) “I abstain from
sexual intercourse when I do not know my partner‟s sexual history” (M = 3.43, SD =
0.95); (c) I avoid sexual intercourse when I have sores in my genital area (M = 3.68, SD =
0.81); and (d) “I initiate the topic of safer sex with my potential sexual partner” (M =
3.00, SD = 1.11).
Conversely, safer sexual practice items to which Trinidadian women were most
likely to disagree with included the following: (a) “I use cocaine or other drugs prior to or
during sexual intercourse” (M = 1.15, SD = 0.55); (b) “I engage in sexual intercourse on a
first date” (M = 1.26, SD = 0.79); (c) “I engage in anal intercourse” (M = 1.25, SD =
0.60); (d) “It is difficult for me to discuss sexual issues with my sexual partners” (M =
1.74, SD = 1.01); and (e) “I engage in oral sex without using protective barriers such as
condom or rubber dam” (M = 2.17, SD = 1.16).

Table 8. Descriptive Statistics for SSBQ Score (N =113)
Instrument

Number

M

SD

Range

of Items

Safe Sex Behavior Questionnaire (Total)

24

83

73.88

10.31

52-94

Hypotheses Testing
Hypothesis 1: There will be a difference in HIV knowledge between young, middleaged, and older Trinidadian women
The first research question of this study (Is there a difference in HIV knowledge
based on Trinidadian women‟s age?) was subjected to hypothesis testing. The first
hypothesis stated that there will be a difference in HIV knowledge based on different age
groups among (young, middle-aged, older) Trinidadian women. One-way, between
groups analysis of variance (one-way ANOVA) was used to test the first hypothesis. A
one-way, between groups ANOVA is used when there is one independent variable (with
three or more levels) and one dependent continuous variable. The independent variable
in this hypothesis was women‟s age divided into three levels (i.e. 30-years and below, 31
to 45 years, and 46-years and above). The two-tailed Pearson product-moment
correlation coefficient (r) was used to test directions of the relationship and the strength
among the variables. The results demonstrated that age and HIV knowledge was not
statistically associated, with r = -.142, p = > .05.
A one-way between-groups ANOVA was conducted to explore impact of age on
HIV knowledge. Participants were divided into three groups based on their age (Group1:
30-years and below; Group 2: 31 to 45 years; Group 3: 46-years and above). No
statistically significant difference was noted between the three groups: F (2, 110) = 1.39,
p = .253. Post-hoc comparisons using the Tukey HSD test indicated that the mean score
for participants 30-years and below (M = 14.07, SD = 2.37) was not associated with mean
score for 31 to 45 year-old participants (M = 13.74, SD = 2.39), and not associated with
participants 46-years and older (M = 12.90, SD = 3.56). The findings indicated that age
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was not significantly associated with HIV knowledge among Trinidadian women.
Therefore the null hypothesis was not rejected.
Hypothesis 2: There will be a difference in HIV knowledge between Trinidadian
women based on race/ethnic background
The second research question (Is there a difference in HIV knowledge based on
Trinidadian women‟s race and ethnicity?) was subjected to hypothesis testing. The
second hypothesis stated that there will be a difference in HIV knowledge based on
different races and ethnic background among Trinidadian women. One-way, between
groups analysis of variance (one-way ANOVA) was used to test the second hypothesis.
The independent variable in this hypothesis was Trinidadian women‟s race divided into
three groups (i.e. East Indians, African, and mixed race), and the dependent variable was
HIV knowledge (as measured by the HIV-KQ-18). The two-tailed Pearson productmoment correlation coefficient (r) was used to test directions of the relationship and
strength among the variables. The relationship between race/ethnicity and HIV
knowledge was a moderate, positive correlation between the two variables, r = -.331, p <
.001.
A one-way between-groups ANOVA was conducted to explore impact of
race/ethnic background on HIV knowledge. Participants were divided into three groups
based on their race (Group 1: East Indians; Group 2: Africans; Group 3: mixed race).
There was a statistical significant difference at the p < .01 level in HIV knowledge for the
three groups: F (2, 110) = 8.11, p = .001. Post-hoc comparisons using the Tukey HSD
test indicated that the mean score for East Indians (M = 12.96, SD = 2.67) was
statistically different from Africans (M = 15.08, SD = 2.93) and statistically different
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from mixed race (M = 14.83, SD = 1.86). The findings indicated that African participants
were more knowledgeable about HIV infection compared to mixed-race participants.
Mixed-race participants were more knowledgeable about HIV infection compared to East
Indian participants.
Hypothesis 3: There will be a positive relationship between Trinidadian women’s
level of education and HIV knowledge
The third research question (Is level of education associated with HIV knowledge
among Trinidadian women?) was subjected to hypothesis testing. The third hypothesis
stated that there will be a positive relationship between the level of education and HIV
knowledge. A correlational analysis was conducted to test for a relationship between
level of education and HIV knowledge. Correlation describes the relationship between
two variables (Pallant, 2016). Correlational analysis was used to examine associations
between the level of education and HIV knowledge. Pearson correlation coefficient (r)
was used to test directions of relationship and strength between the study‟s variables.
The relationship between level of knowledge and HIV knowledge (as measured by HIVKQ-18) was investigated using Pearson product-moment correlation coefficient.
Preliminary analyses were performed to ensure no violation of the assumptions of
normality, linearity, and homoscedasticity. There was a moderate, positive correlation
between the two variables, r = .329, p <.001. The findings indicated that the higher the
level of education, the more knowledgeable Trinidadian women are about HIV infection,
including diagnosis, transmission, and prevention.
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Hypothesis 4: Select demographic factors (religious beliefs, level of education,
substance use) will be associated with attitudes about condom use among
Trinidadian women
The fourth research question (What are the select demographic factors [religious
beliefs, level of education, substance use] contributing to attitudes about condom use
among Trinidadian women?) was subjected to hypothesis testing. Hypothesis four stated
that religious beliefs, level of education, and substance use will be associated and have a
significant effect on attitudes about condom use among Trinidadian women. Multiple
regression analysis was performed to test the third hypothesis. Prior to regression
analysis, the assumptions of multiple regressions were tested for statistical errors and
were satisfied (i.e. outliers, normality, linearity, and homoscedasticity). Multiple
regression analysis is a technique that is used to explore the relationship between one
continuous dependent variable and a number of independent or predictor variables
(Pallant, 2016). Correlations between study variables were conducted and noted. The
two-tailed Pearson correlation coefficient (r) was used to determine the relationship and
the strength among the select variables.
Multiple regression analysis was performed to explore the relationship, and assess
the impact between select demographic variables (religious beliefs, level of education,
substance use) and attitudes about condom use. Condom attitudes were measured using
the CAS total score, with a possible score ranging from 0-60, with higher scores
indicating more positive attitudes about condom use. The mean score for the CAS-total
was 38.84 (SD = 8.78). Religious beliefs, level of education, and substance use were
measures categorically (i.e. very religious versus somewhat religious/not at all religious;
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completed high-school versus college degree and higher; and alcohol drinkers versus
non-alcohol drinkers).
The relationship between religious beliefs and attitudes about condom use (as
measured by CAS) was a negative correlation between the two variables, r = -.225, p =
.008, with higher religious beliefs associated with more negative attitudes about condom
use. Correlation between two variables (religious belief and alcohol use) was also noted.
The relationship between religious belief and substance use was a negative correlation
between the two variables, r = -.164, p = .04, with higher religious beliefs associated with
lower alcohol consumption.
The relationship between level of education and attitudes about condom use was
not significant, r = -.107, p = .18. The relationship between substance use and attitudes
about condom use was not significant, r = -.164, p = .13.
The model contained three independent variables (religious beliefs, level of
education, and alcohol use) and was not significant, R2 = .06, F (3, 109) = 2.33, p = .07,
indicating that religious beliefs, level of education, and substance use combined to
explain six percent of the variance in attitudes about condom use. Although the
regression model as a whole was not significant, there was a significant relationship
between religious beliefs and attitudes about condom use (β = -.205, p = .033). Level of
education (β = -.069, p = .462) and alcohol use (β = -.078, p = .411) were not found to be
significantly related to attitudes about condom use. The findings indicated that religious
belief is a significant predictor of condom attitudes after controlling for level of education
and substance use.
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Hypothesis 5: Select demographic factors (religious belief, level of education,
substance use), HIV knowledge, and condom attitude will be associated with safe
sexual behaviors among Trinidadian women
The fifth research question (What are the individual and combined contributions
of demographic factors [religious beliefs, level of education, substance use], HIV
knowledge, and condom attitude on safer sexual behaviors among Trinidadian women?)
was subjected to hypothesis testing. Hypothesis five stated that religious beliefs, level of
education, substance use, HIV knowledge, and attitudes about condom use will be
associated and have a significant effect on the sexual behaviors of Trinidadian women.
Multiple regression analysis was performed to test the fifth hypothesis.
Preliminary analyses were performed to ensure no violation of the assumptions of
normality, linearity, and homoscedasticity. Correlations between study variables were
conducted and noted. The two-tailed Pearson correlation coefficient (r) was used to
determine the relationship and the strength among the selected variables.
For the fifth hypothesis, multiple regression analysis was performed to explore the
relationships between select demographic variables (religious beliefs, level of education,
substance use), HIV knowledge, and condom attitudes and how they impact safer sexual
behaviors among Trinidadian women. Safer sexual behaviors were measured using the
SSBQ total scores, with a possible range of 24-96, wherein higher scores represented
safer sexual practices. The mean score for the SSBQ was 73.88 (SD = 10.31).
The relationship between attitudes about condom use and safer sexual behaviors
was a positive correlation between the two variables, with r = .300, p = .001, with more
positive attitudes about condom use associated with safer sexual behaviors and practices.
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Relationships between variables were also noted. The relationship between alcohol use
and religious beliefs was a negative correlation, with r = -.164, p = .042, indicating that
the stronger the religious beliefs, the lower the consumption of alcohol. The relationship
between religious beliefs and attitudes about condom use was a negative correlation, with
r = -.225, p = .008, indicating that the stronger the religious belief, the more negative the
attitude about condom use. The relationship between HIV knowledge and attitudes about
condom use was a positive correlation, with r = .275, p = .002, indicating that the higher
the knowledge about HIV, the more positive the attitude about condom use. The
relationship between level of education and HIV knowledge was a positive correlation,
with r = .210, p = .013, indicating that the higher the level of education, the more
knowledge about HIV infection, transmission, and prevention.
The relationship between level of education and safer sexual behavior was not
significant, r = .131, p = .084. The relationship between substance use and safer sexual
behavior was not significant, r = -.117, p = .108. The relationship between religious
belief and safe sexual behavior was not significant, r = .131, p = .083. The relationship
between HIV knowledge and safe sexual behaviors was not significant, r = .143, p =
.066.
The model contained five independent variables (religious belief, level of
education, substance use, HIV knowledge, and attitudes about condom use), and was
significant, R2 = .16, F (5, 107) = 4.09, p = .002, indicating that religious belief, level of
education, substance use, HIV knowledge, and attitudes about condom use combined to
explain 16% of the variance in safe sexual behaviors.
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There was a significant relationship between attitudes about condom use and safe
sexual behaviors (β = .337, p = .001). Significant relationship between religious beliefs
and safe sexual behaviors (β = .202, p = .031). Level of education (β = .107, p = .245),
alcohol use (β = -.114, p = .212), and HIV knowledge (β = .039, p = .680) were not found
to be significantly related to safer sexual behaviors. The findings indicated that religious
belief and condom attitudes are significant predictors for safe sexual behaviors after
controlling for HIV knowledge, level of education, and substance use.
See Table 9 for bivariate correlations between the major study variables.
Table 9. Bivariate Correlations between Major Study Variables (N =113)

Age

Race

Religious
Beliefs

Age

--

--

--

Race

--

--

-.245**

Religious
Beliefs

--

-.245** --

Level of
Education

--

--

Substance
Use

-.231* --

HIV-KQ

CAS

Level of
Education

--

Substance
Use

-.231*

CAS

SSBQ

--

--

--

--

--

-.225*

--

--

.331**

--

--

--

--

--

--

.210*

--

--

--

--

--

--

--

--

--

.331** --

--

--

--

--

--

--

.275**

-.225*

--

HIV-KQ

--

.300**
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.275** --

--

SSBQ

--

--

--

--

--

--

.300**

--

*p < .05, **p < .001
Summary of Chapter 4
A convenience sample of 113 Trinidadian women, ages 18 to 58 years (M =
35.52, SD = 10.67) was used for this study. All participants met the inclusion criteria
(i.e. female; 18 years and older; able to read, write, and understand, English; selfidentified as heterosexual; and born and raised in Trinidad and Tobago). All participants
were recruited from the southern region of Trinidad. More than half (n = 62, 54.9%)
were married, while (n = 32, 28.3%) were single. The vast majority (n = 107, 94.7%) had
completed high school, with (n = 58, 51.3%) having a bachelor, master or doctoral
degree. The majority of participants (n = 91, 80.5%) were employed.
Three instruments (i.e. HIV-KQ-18, CAS, and SSBQ) and one demographic
questionnaire were used to examine HIV knowledge, attitudes about condom use, and
safe sexual behaviors among the study‟s participants. Five hypotheses in this study were
tested using descriptive and frequencies, Pearson‟s correlation coefficient, one-way
ANOVA, and multiple regression.
Hypothesis one failed to reject the null hypothesis, in that age did not contribute
to HIV knowledge among Trinidadian women. Hypothesis two was supported, in that
race/ethnicity made a difference in HIV knowledge when subjected to one-way betweengroups ANOVA. Hypothesis three was supported, showing a moderate, positive
correlation between level of education and HIV knowledge, using Pearson‟s productmoment correlation coefficient. Hypotheses four and five were partially supported using
multiple regression statistical analyses. Hypothesis four was partially supported, in that
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religious beliefs were statistically significant in attitudes about condom use, wherein the
stronger the religious belief, the more negative the attitudes about using condoms. A
relationship was also noted among religious beliefs and substance use (i.e. alcohol use),
wherein the higher the religious beliefs the lower the alcohol consumption. Hypothesis
five was partially supported, in that attitudes about condom use and religious beliefs were
statistically significant on safe sexual behaviors. Relationships between variables were
also noted (i.e. HIV knowledge and attitudes about condom use; and level of education
and HIV knowledge), wherein the higher the HIV knowledge, the more positive the
attitudes about condom use; and the higher the level of education, the higher the HIV
knowledge.
CHAPTER V
DISCUSSION AND CONCLUSION
The purpose of this study was to evaluate the knowledge, attitudes, and sexual
risk behaviors of Caribbean women, who are currently living in Trinidad, regarding HIV
awareness and their current lifestyle choices and behaviors. This chapter serves to
summarize the study and present the findings as it relate to the variables selected and
implemented (i.e. demographic variables [religious beliefs, education level, substance
use], HIV knowledge, attitudes about condom use, and sexual risk behaviors).
Limitations of the study will be discussed, as well as implications for nursing education,
practice, policy, and research.
Summary of the Study
The Caribbean currently has the second highest incidence of new HIV infections
globally (AVERT, 2012; Fitzpatrick et al., 2004) with women accounting for greater than
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50% of all cases (Padilla et al., 2010; Baird et al., 2007; Jones, 2005). In the Caribbean
and Latin America, the HIV/AIDS epidemic has been the most challenging infectious
disease for the public health systems (Sullivan, 2008). In areas most affected with
HIV/AIDS, women are disproportionally affected (AVERT, 2012; Nanda & Pramanik,
2010; Clum et al., 2009). Caribbean women are particularly vulnerable to HIV infection,
accounting for more than half of individuals living with the disease in the region
(AVERT, 2012; UNAIDS, 2011). Additionally, among heterosexual relationships,
females are three times more likely to contract the HIV virus, when compared to their
male counterpart (CDC, 2012; UNAIDS, 2011).
The first case of HIV infection in Trinidad and Tobago was identified in 1983
(Bartholomew et al., 1983), with the current prevalence of HIV/AIDS now increased to
greater that 2% of the population (Jones et al., 2013; Deveaux et al., 2011; Wood, 2010;
Dixon-Mueller, 2009). Consequently, there are an estimated 15,000 individuals infected
with HIV/AIDS in Trinidad and Tobago (AVERT, 2012; TTOPM, 2011). Currently,
HIV/AIDS is the eight leading cause of mortality in Trinidad and Tobago, with an
average of three new cases per day (NSP, 2013).
A review of the literature indicated that HIV knowledge, attitudes about condom
use, religious beliefs, level of education, and substance use are associated with sexual risk
behaviors and practices. Almost four decades after the first case of HIV/AIDS was
identified, there are still myths and misconceptions about the disease. There are still false
beliefs that the HIV virus can be transmitted via mosquito bites, sitting on the toilet after
an HIV-positive person used the facility (Sano et al., 2016; Pinder-Butler et al., 2013;
Rotimi & Oluwafemi, 2008), sharing the swimming pool with someone infected with the
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disease, coughing and sneezing from an infect person, and using the same utensils for
meals (Janahi et al., 2016).
Condom use is one of the most effective methods of preventing STIs and
HIV/AIDS (CDC, 2016; IAPAC, 2014; UNAIDS, 2012), however heterosexual
Caribbean women still practice inconsistent condom use during sexual intercourse.
Findings from the literature review indicated that initiating the use of condom is often
challenging for women because of low sexual power in the relationship (Lam & Barnhart,
2006), fear of abuse or abandonment (Gillespie-Johnson, 2008; Bell et al., 2007; Shlay et
al., 2004; Pulerwitz et al., 2002), and belief that sexual partners are faithful and
monogamous (Ferguson et al., 2006; Foreman, 2003). In addition, religious beliefs and
spirituality (Arrey et al., 2016; Padilla et al., 2010; Kremer et al., 2009; Williams et al.,
2009; Genrich & Brathwaite, 2005; Hoffman et al., 2002), socioeconomic status i.e. level
of education and employment (GCWA, 2017; Odimegwu & Somefun, 2017; Yaya et al.,
2016; Mwamwenda, 2014; Wattes & Seeley, 2014; Pellowski et al., 2013; Wight et al.,
2012; Song et al., 2011), and substance use (NIDA, 2017; Brown et al., 2016; CDC,
2016; Lewis et al., 2015; Monahan et al., 2014; King et al., 2012; Parks et al., 2012; Reid
et al., 2012; WHO, 2011; Morrison-Beedy et al., 2008) are associated with inconsistent
condom use and sexual risk behaviors.
Theoretical Framework
The theoretical framework that guided this study was the Theory of Planned
Behavior (TPB) (Ajzen, 1991). The TPB was developed to assess the link between
attitudes, beliefs, and behavioral intent, which are the motivational factors that influence
behaviors (Ajzen, 1991). The TPB had been used extensively to predict condom use
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behaviors (Malcom et al., 2012; Hollub et al., 2011; Soto et al., 2010; Jing et al., 2009;
Munoz-Silva et al., 2007; Gredig et al., 2006), and sexual risk behaviors (Rich et al.,
2014; Wise et al., 2013; Boer & Mashamba, 2005), that can contribute to HIV infection.
The TPB was used in this study to examine and explore the constructs of attitudes,
subjective norms, and perceived behavioral control, and if/how these constructs are
associated with attitudes about condom use, and sexual risk behaviors. The TPB stipulate
that certain factors may lead to involuntary behaviors, which in the case of this study are
HIV knowledge, attitudes about condom use, religious beliefs, level of education, and
substance use.
Hypotheses
Using the theoretical framework as a guide, five research hypotheses were
generated and tested in this study.
Hypothesis 1

There will be a difference in HIV knowledge between young,
middle-aged, and older Trinidadian women

Hypotheses 2

There will be a difference in HIV knowledge between Trinidadian
women based on race/ethnic background

Hypothesis 3

There will be a positive relationship between Trinidadian women‟s
level of education and HIV knowledge

Hypothesis 4

Select demographic factors (religious belief, level of education,
substance use) will be associated with attitudes about condom use
among Trinidadian women
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Hypothesis 5

Select demographic factors (religious belief, level of education,
substance use), HIV knowledge, and condom attitude will be
associated with safe sexual behaviors among Trinidadian women

To determine relationships and associations between the study‟s variables
(including demographic variables), a methodological approach was utilized for this study,
employing a non-experimental, cross-sectional research design. The study was
conducted in the southern part of Trinidad, with a convenience sample of adult women,
18 years and older. The sample for this study consisted of 113 adult Trinidadian women
with ages ranging from 18 to 58 years (M = 35.52, SD = 10.69). Data were collected,
using self-administer questionnaires from Trinidadian women (N = 113), over a period of
2-months in 2017. Data analyses were completed using the Statistical Package for the
Social Sciences (SPSS) version 22. The hypotheses were subjected to testing using
Descriptive and Frequencies, Pearson product-moment correlation coefficients (r), oneway, between-groups analysis of variance (one-way ANOVA), and Multiple Regression
analyses.
Discussion of Findings
Demographic and Background Characteristics
Data for this study were gathered using a convenience sampling design in the
Southern part of Trinidad, with no data collected in Tobago. Since convenience sampling
technique was used in this study, it is necessary to compare the demographic findings
from this study with the data from the collection setting i.e., Trinidad and Tobago. The
average age of participants in the study was 35.52 (SD = 10.69), while the estimated
median age of the population in Trinidad and Tobago was 28.1 years (National Census
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Report Trinidad and Tobago [NCRTnT], 2009). Since the average age of participants in
this study was higher than the average age of Trinidad and Tobago, generalization of
these findings may not be fully representative of the entire population.
With regards to relationship status, participants in this study consisted of 14.2% (n
= 16) being single; 28.3% (n = 32) common-law relationships; 54.9% (n = 62) married;
and 2.7% (n = 3) widowed, separated, or divorced. All participants (n = 113) reported
relationship status. Data reported in the NCRTnT (2009) did not differentiate commonlaw relationship versus single women. In Trinidad and Tobago, common-law
relationships are when two people from the opposite sex live together without legally
getting married; however, have the same rights as married couples after five years of
cohabitation or sharing children together (James, 2012). The study sample is fairly
consistent in the number of single participants (42.5%) with the national average
(48.8%). However, the study sample consisted of more married women (54.9%)
compared to the national average (39.2%).
An inclusion criterion for taking part in this study was that participants had to be
able to read, write, and understand English. Based on the highest level of education, 6
(5.3%) participants had less than a high school degree, with the majority of participants
completing high school, college, and/or university. Forty-nine (43.4%) completed high
school, 58 (51.3%) completed college of university. Forty-one (36.3%) participants who
completed college or university obtained a bachelor or graduate degree. These
distributions are consistent with the national trends of literacy rate in Trinidad and
Tobago, with a reported 98.7% adult literacy rate (CSO, 2016). However, according to
the United Nations Educational, Scientific and Cultural Organization [UNESCO] (2018),
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there is an estimated 8% of the population with a tertiary degree in Trinidad and Tobago.
Therefore, the distribution is much higher in this study than the national standard in
which 41 (36.3%) participants having a tertiary degree. A probable explanation for the
difference between the national and the study participants‟ level of education is that a
substantial number of women were recruited at educational and community
environmental workshops. Recruitment at educational workshops took place at regional
monthly meetings with faculty, staff, and parents. Additionally, community
environmental workshop meetings consisted of monthly meetings with community
leaders, including church officials, teachers, and individuals with political affiliations.
Employment rate (80.5%) in this study was relatively consistent, albeit a little
below the national standards (88%) (NCRTnT, 2009). Some of the participants recruited
from the educational workshops were parents, who were stay-at-home mothers. Also,
some of the women who were recruited from the supermarket were likely to be stay-athome mothers as well, wherein the fathers were at their places of employment, while the
women did the grocery shopping.
The study sample consisted of 70 (61.9%) East Indians; 12 (10.6%) Africans; and
31 (27.5%) participants from mixed race heritage. With regards to race and ethnicity, the
two largest groups in Trinidad and Tobago consist of persons of East Indian and African
descents. East Indians account for an estimated 40.0% and Africans 37.5% of the
population (CSO, 2016; NCRTnT, 2009). The third largest group is persons of mixed
race (20.5%) and others (2%) including Chinese, Syrian-Lebanese, and Caucasians (CSO,
2016; NCRTnT, 2009). The distribution of race and ethnic background among
participants in this study is not quite consistent with the national standard; therefore,
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generalization of these findings may not be fully representative of the entire population of
Trinidadian women.
A majority of the participants (n = 67, 59.3%) were Christians; 39 (34.5%) were
Hindus; 6 (5.3%) were Muslims, and 1 (.9%) reported no religious affiliation. Hindus in
this study were higher than the national standard (25.6%) which can be explained by the
number of East Indians that participated in the study. The majority of participants in this
study were Christians, which is consistent with the national standard.
Relationship between Major Study Variables
Results of the statistical analysis conducted for Hypothesis 1 (there will be a
difference in HIV knowledge between young, middle-aged, and older Trinidadian
women) in this study, indicated that there were no statistical differences in HIV
knowledge based on participant‟s age. The results from this study, in that there are no
associated difference in age groups and HIV knowledge, may be explained by the mature
age range of the study‟s participants. Participants in this study were categorized into
three age groups (i.e. 30-years and below, 31 to 45 years, and 46 years and above).
Similarly to this study, Garofalo, Gayles, Bottone, Ryan, Kuhns, and Mustanski (2015)
reported that among 344 MSM recruited in the U.S., there were no difference in mean
scores by age, in that, participants 16 to 18 years-old answered 70.8% correctly,
compared to participants 19 to 21 years-old that answered 71.0% correctly (Garofalo et
al., 2015).
Overall, Trinidadian women were knowledgeable about HIV infection, with 62
(54.9%) participants answering 75% or more questions correctly from the HIV-KQ-18.
Similarly to this study‟s findings, Okeke, Onwasigwe, and Ibegbu‟s (2012) reported high
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level of HIV knowledge among 299 Nigerian army-based participants. However,
contrary to this study‟s findings, age was statistically significant with regards to
misconceptions about HIV transmission modes, especially among participants under the
age of 30, compared to participants 30 years and older (Okeke et al., 2012).
The results of the statistical analysis conducted for Hypothesis 2 (there will be a
difference in HIV knowledge between Trinidadian women based on race/ethnic
background) in this study, indicated that there was a significant relationship between
race/ethnic background and HIV knowledge. Results from this study showed that among
Trinidadian women, African women were more knowledgeable about HIV infection
compared to mixed races, and mixed race women were more knowledgeable about HIV
infection than East Indian women. After conducting a literature review, no data were
found that compared HIV knowledge between East Indian and African women, or other
racial backgrounds among Caribbean women. There were studies conducted to explore
differences in HIV knowledge among different racial/ethnic groups, however, mainly
among minority populations in western countries. Similarly to this study, Garofalo et al.,
(2015) reported a difference in HIV knowledge based on racial/ethnic background.
However, participants were from different racial/ethnic background compared to this
study, as well as from a different geographical area (Chicago, U.S.). Garofalo et al.,
(2015) reported that among 344 Black, White, and Hispanic participants, Blacks scored
the lowest correct answers (67%), Hispanics scored (73.6%), and Whites scored the
highest (83.1%). Results indicated that there is a positive association with race/ethnic
background and HIV knowledge.

101

Results of the statistical analysis conducted to test Hypothesis 3 (there will be a
positive relationship between Trinidadian women‟s level of education and HIV
knowledge) in this study, indicated that there is a significant relationship between level of
education and HIV knowledge. Findings from this study were consistent with previous
studies (GCWA, 2017; Oliveira-Campos et al., 2013; Rahman et al., 2009). Results
support Rahman et al.‟s (2009) study among 3,362 females in Bangladesh, which
reported that the longer females stay in school, and the higher the level of education
attained, the more knowledgeable they are about HIV infection and the less risk of them
contracting the disease. Findings from this study indicated that higher levels of education
leads to higher knowledge of HIV infection, which had the strong potential to reduce the
risk of contracting the HIV virus. Based on the results from this study and prior studies,
it is imperative that family and society provide support, and encourage young girls and
women to stay in school.
Statistical analysis was conducted to test Hypothesis 4 (select demographic
[religious beliefs, level of education, substance use] will be associated with attitudes
about condom use among Trinidadian women). It was predicted that the selected
demographic characteristics would predict attitudes about condom use among
Trinidadian women. The results from the multiple regression analysis indicated that
Trinidadian woman‟s religious beliefs were significant predictors of attitudes about
condom use. Characteristics not associated with attitudes about condom use in the
multiple regression were level of education and substance use.
In this study, the association between religious beliefs and attitudes about condom
use was a moderate, negative relationship (r = -.164, p = .04). These findings indicated
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that the more influence religious beliefs had on Trinidadian women‟s daily lives, the
more negative their attitudes about using condoms during sexual activities. These
findings are consistent with prior studies (Isler, Eng, Maman, Adimora, & Weiner, 2014;
William et al., 2009; Gillespie-Johnson, 2008; Grenrich & Brathwaite, 2005). Isler et al.,
(2014) reported that although some religious leaders do not dispute that condoms are
effective in preventing HIV transmission, they would not condone or support the use of
condoms in an effort to circumvent sexual activities among unmarried individuals.
Condom use as an HIV prevention strategy often contradicts the religious teaching about
sexual abstinence before marriage, as well as challenges the notion of monogamy (Hotton
et al., 2015; Isler et al., 2014).
Statistical analysis was conducted to test Hypothesis 5 (select demographic
factors [religious beliefs, level of education, substance use], HIV knowledge, and
attitudes about condom use will be associated with safe sexual behaviors among
Trinidadian women). The results from the multiple regression analysis indicated that
Trinidadian women‟s attitudes about condom use were significant predictors of safe
sexual behaviors. Therefore, the more positive the women‟s attitude about condom use,
the more Trinidadian women practiced safe sexual behaviors.
Findings from this study were consistent with prior studies ( Stephnson et al.,
2015; Senn et al., 2014; Kapadia et al., 2011; Noar, Zimmerman, Palmgreen, Lustria, &
Horosewski, 2006), in which a positive relationship was found between attitudes about
condom use and safer sexual behaviors among Trinidadian women. Consistent with
findings from this study, Pulerwitz et al., (2002) reported that among 388 female
participants, attitudes towards condom use were positively associated with safer sexual
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behaviors and practices. Conversely, individuals and couples with negative and less
desirable attitudes towards condom use were less likely to use condoms during sexual
activities (Reynolds et al., 2010; Stulhofer et al., 2007; Harvey & Henderson, 2006).
Based on the findings from this study and previous studies, attitudes about condom use
can be used as a predictor of safe sexual behaviors. Therefore, it is imperative that
individuals are educated and informed about the importance of condom use in
implementing safe sexual behaviors, and its association with HIV prevention.
Limitation of the Study
In Caribbean countries, sexual expression can be quite complex, and challenging
to explore. The results from this study provide some insight into factors, and
relationships of variables, that have the potential to predict sexual behaviors and practices
among Trinidadian women. Results from this study can be explored, and utilized as a
foundation for collaborative efforts and interventions aimed at decreasing HIV
transmission, and increasing safer sexual behaviors among Trinidadian women. There
are however, some limitations to this study, some of which may restrict the
generalizability of the findings.
Limitations of the study include:
1. This study used a non-experimental, cross-sectional research design to gather data
from Trinidadian women. Due to the cross-sectional design, data for this study
were gathered over a two-month period. Consequently, the data collected and
analyzed were from a single point in time from a convenience sample of
participants. Data gathered over a longer period of time may or may not differ
from the data obtained.
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2. Data gathered were based on self-administered, self-reported questionnaires given
to participants to complete. Participants may have completed the questionnaires
with responses in a manner that reflected social-desirability bias. Additionally,
this method may also leave room for measurement error, in that participants may
not recall retrospective behaviors accurately. Furthermore, the researcher was
present at all times during data collection, which may have influenced participants
to respond to self-administered questionnaire in a socially desirable manner.
3. Multiple instruments were combined to create an 83-item self-administered
questionnaire. Some of the questions had multiple answers to choose from, which
could have proved to be overwhelming for participants, potentially resulting in
participant response fatigue. If response fatigue occurred, participants may have
answered some questions without fully reading it completely, in order to
accelerate the process.
4. Data were collected from specific population i.e. adult Trinidadian women.
Therefore, generalizability of the findings may not apply to all women from
Trinidad and Tobago. Women were recruited from the southern region of
Trinidad; therefore, these results do not represent women from Tobago.
Additionally, only women 18 years and older were recruited, so the findings are
not applicable to adolescent females in Trinidad.
5. Participants received a fashion bracelet and lip gloss as incentives for completing
the questionnaires. Participants may have chosen to participant in the study only
to receive the incentives, and possibly felt obligated to complete the
questionnaires fully.
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6. Due to the sensitive nature of some of the questions, certain measures may not
have generated accurate data from participants. Some questions in the survey
included questions about oral and anal sexual activities, number of lifetime sexual
partners, age of first sexual experience, alcohol and drug use, and so forth. With
the researcher being present, there is the possibility that participants may not have
been completely honest with answering certain questions. Therefore, the
responses must be viewed with some level of caution.
7. This was an exploratory study; therefore, emphasis was not placed on an
operational definition of culture. However, aspects of culture were measured by
examining attitudes, values, beliefs, and social norms among Trinidadian women.
Implications for Nursing
This study sought to identify and understand some of the factors that influence
and/or predict HIV knowledge, attitudes about condom use, and safer sexual behaviors
among Trinidadian women. Currently, the estimated prevalence of HIV/AIDS in
Trinidad and Tobago is greater than 2% of the overall population, with approximately
15,000 infected individuals; additionally, more than 50% are women (Caribbean Medical
News, 2014; AVERT, 2012; Trinidad and Tobago Office of the Prime Minister
[TTOPM], 2011). Moreover, there are approximately three new cases of HIV infection
on a daily basis, and it is the eight leading cause of mortality in Trinidad and Tobago
(NSP, 2013).
Prior research among Caribbean women has identified a number of factors which
influence HIV knowledge, condom attitudes, and safer sexual behaviors (i.e. religious
beliefs, level of education, and substance use) (Corwell et al., 2017; AVERT, 2017;
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NIDA, 2017; King et al., 2012; Reid et al., 2012; Saint-Jean et al., 2011; Padilla et al.,
2010; Varas-Diaz et al., 2010; Ellickson, 2009; Gellespie-Johnson, 2008; Grenrich &
Brathwaite, 2005).
The results from this study contribute to the understanding of safer sexual
behaviors among Trinidadian women. The findings have identified important implication
for nursing education, practice, research, and health policy that can be culturally tailored
for Trinidadian women. Tailored risk reduction intervention can be developed in a
culturally appropriate manner, designed to reach Trinidadian women, with the potential
to reduce the devastating and consequential effects of risky sexual behaviors. Thereby,
reducing the transmission of HIV/AIDS and STIs. Moreover, this study has identified
gaps in the literature from prior studies; therefore, it is a relevant and timely study.
Education
The findings from this study have implications for education. HIV/AIDS have
been on the rise in the Caribbean (AVERT 2017; CSO, 2016; AVERT 2012), with
Trinidad and Tobago‟s prevalence rate of greater than 2% of the population (Caribbean
Medical News, 2014; TTOPM, 2011). Additionally, in the Caribbean, an estimated 53%
of individuals infected with HIV/AIDS are women (WHO, 2015; UNAIDS, 2011).
Therefore, it is imperative that Trinidadian women be educated about the pathways and
risks of HIV transmission. Educating this population needs to be tailored in a culturally,
and gender-appropriate manner. Educating Trinidadian women about the consequences
of HIV infection should be a collaborative effort between health-care provides,
community and religious leaders, and policy makers.
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Health-care providers in Trinidad and Tobago are held in high esteem, especially
physicians and nurses. Therefore, physicians and nurses are in pivotal positions to
contribution to HIV awareness. Content to HIV infection, transmission, and prevention
measures should be included in all health-care curricula, with additional continuing
education and workshops for practicing healthcare providers. Since nurses are often the
main caregivers in many healthcare settings, nurses are in a vital role to educate all
patients, including Trinidadian women about the consequences of HIV infection, modes
of transmission, and prevention methods.
Since Trinidad is considered to be a patriarchal society (NSP, 2013), and
heterosexual relationships is one of the major contributors to HIV infection in the
Caribbean (CDC, 2014a; UNAIDS; 2011), it is important to empower women to be
active in protecting themselves, while not ostracizing cultural norms and nuances.
Trinidadian women should be taught strategies of condom self-efficacy, and negotiation
techniques with their sexual partners. Additionally, couples‟ education seminars and
workshops about HIV/AIDS should also be available. Implementation of couples‟
seminars have the potential of bringing awareness about HIV/AID, not only to women,
but also to the men, which may lead to easier negotiation of condom use, resulting in
safer sexual behaviors and practices.
Overall, Trinidadian women were fairly knowledgeable about HIV infection.
However, similar to prior studies, there are still misconceptions about HIV transmission
(Sano eta l., 2016; Pinder-Butler et al., 2013) and prevention methods. This study
revealed a lack of knowledge about female condoms among Trinidadian women, in that
51.3% did not know that there is a female condom that can help decrease a woman‟s
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chance of becoming infected with HIV. Additionally, 36.3% did not know they can
contract HIV infection from having oral sex, 35.4% did not know that they can become
infected via anal sex, and 12.4% believed that using Vaseline or baby oil with condom
can lower the chances of becoming infected with the disease. Nurses and other
healthcare providers can use the data gathered from this study to design educational
seminars, workshops, brochures, and flyers that focus on safe sexual behaviors and HIV
prevention among Trinidadian women.
Practice
Nursing practice embraces a holistic approach, which is built on the foundations
of formal empirical knowledge and research. The knowledge obtained from this study
can be used to identify potential barriers and/or facilitators associated with HIV
knowledge, attitudes about condom use, and safer sexual behaviors among Trinidadian
women. An integral role of nursing is health promotion as a part of disease prevention.
Nurses and other healthcare professionals in Trinidad and Tobago need to be proactive in
designing and distributing culturally appropriate information to promote HIV knowledge,
consistent condom use, reduce risky sexual behaviors, and ultimately prevent HIV
infections. Furthermore, not only should these health promotions be implemented during
practice in all health-care settings, but also should be integrated into community outreach
and education.
In Trinidad and Tobago, as well as the Caribbean as a whole, sexual matters are
not discussed openly. It may be difficult for individuals to candidly discuss sexual
matters with health-care professionals, thereby making it difficult for nurses to promote
safe sexual behaviors and prevention of HIV infections. Additionally, Trinidadian nurses
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born and raised in the same cultural norms may also find it difficult and uncomfortable to
have an open discussion about sexual matters. Therefore, it is imperative that nurses and
other health-care providers receive the necessary education and skills to be able to
discuss such a sensitive topic with Trinidadian women. Nurses should become wellversed in listening, building rapport, facilitating, and communicating with individuals
about sexual health and safe sexual behaviors, while ensuring their privacy.
Health Policy
In Trinidad and Tobago, the national HIV/AIDS prevalence is greater than 2%
and continues to grow, with approximately three new cases per day (AVERT, 2017; NSP,
2013). It is imperative that Trinidad and Tobago‟s health-care policy makers develop
policies that aims to eliminate and eradicate the health disparities associated with the HIV
epidemic. As noted by Voisin and colleagues (2006), in the U.S. there are successful
strategies that are being implemented and integrated by policy makers to bring awareness
about HIV/AIDS, as well as aid in prevention of the disease. However, it is important to
embed cultural norms, and modify theoretical models when transferring U.S. research to
local agencies in Trinidad and Tobago (Voisin et al., 2006). Therefore, to establish
successful HIV programs and policies, delineation of specific and pragmatic aspect of the
program should be identified and implemented in HIV education, policies, and research.
Additionally, religious and community leaders should be involved as consultants when
tailoring these programs, especially since religious and community leaders are revered
and well-respected in Trinidad and Tobago.
Condoms are not consistently used in Trinidad and Tobago. Condoms can be
difficult and uncomfortable to purchase in Trinidad because they are usually kept behind

110

the counter. Therefore, individuals who want to purchase condoms must ask the salesassociate to retrieve the condoms for purchase. Due to cultural norms in Trinidad, people
are often anxious about being scrutinized and/or judged when purchasing condoms,
especially if they know the sales-associate or other customers who may be shopping in
the establishment. Policies should be constructed and implemented to increase
accessibility of condoms, while upholding discretion and privacy of the purchaser.
Pre-exposure prophylaxis (PrEP) is an HIV prevention strategy and a way for
people who are HIV-negative to protect themselves, especially individuals who are at
substantial risk of contracting the disease (CDC, 2014b). According to the CDC (2014b),
PrEP has been shown to reduce the risk of HIV infection by 92%, when used
consistently. With the Caribbean being the second leading region of new HIV infection
in the world, the implementation of PrEP in Trinidad and Tobago should be an obvious
prevention method. However, currently PrEP is not available in Trinidad and Tobago, or
in other Caribbean countries (Dowrich-Phillips, 2017). Policy makers in Trinidad and
Tobago need be informed and aware of the benefits of PrEP, and work towards making it
available to not only heterosexual Trinidadian women, but to the general public of
Trinidad and Tobago. Awareness and willingness to provide PrEP services among
Trinidadian health-care providers and policy makers are crucial and critical, and should
be integrated and combined with other HIV prevention methods.
Research
A research gap exists in Trinidad and Tobago regarding safer sexual behaviors.
Contributing factors include myths and misconceptions about HIV transmission, religious
beliefs, and attitudes about condom use. This study focused on adult Trinidadian women;
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therefore, further research should be conducted to assess the knowledge and attitudes of
other sub-groups of Trinidadians. In the event that Trinidadian men and adolescents also
have myths and misconceptions about HIV transmission, then education and
interventions to prevent the transmission of HIV infection can be established and
disseminated to the general public. Further research studies should be conducted to
determine the details regarding why Trinidadian women still have misconceptions about
HIV transmission nearly four decades after the first case of HIV/AIDS was discovered.
This study revealed a statistical difference between race/ethnic backgrounds and
HIV knowledge among Trinidadian women. However, the details contributing to the
difference was not identified in this study. Therefore, further research should be done to
determine what factors (if any) contributed to these findings, or whether these findings
were coincidental due to convenience sampling method used to recruit participants for
this specific study. There is a gap in knowledge about race/ethnic difference in Trinidad
and Tobago, as well as the Caribbean as a whole.
Further research should be conducted to explore religious beliefs and attitudes
about condom use. This study revealed that the more religious beliefs impact daily lives,
the more negative the attitudes about using condoms during sexual activities. Further
research and collaborative efforts need to be explored to determine and create
interventions that can be beneficial for religious leaders and Trinidadian women, without
compromising the sanctity of religious beliefs.
Future research studies should seek to examine the influence of cultural norms by
integrating a theoretical model of culture, and the impact culture has on HIV knowledge,
condom attitudes, and sexual risk behaviors among Trinidadian women. Empirical
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cultural data gathered in future studies have the potential for developing interventions
that are specifically designed to reduce HIV/AIDS among Trinidadian women.
Summary of Chapter 5
There is currently no cure for HIV/AIDS; therefore, it is imperative that safer
sexual behaviors are practiced.

The purpose of this study was to evaluate HIV

knowledge, attitudes, and sexual risk behaviors of Trinidadian women. Several insights
were obtained from this study, with regards to HIV knowledge, attitudes about condom
use, and safer sexual behaviors among adult Trinidadian women. The Theory of Planned
Behavior (Ajzen 1991) guided the research study among Trinidadian women and the
major factors associated with the study. This study‟s findings provide a baseline to guide
future studies, and develop culturally aware, gender-relevant interventions that could
decrease the rate of HIV transmission among Trinidadian women.
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APPENDIX E
DEMOGRAPHIC QUESTIONNAIRE
Please read the following questions and choose or list the answer that best describes you.
For
each question, fill in the blank or fill in the bubble. There are no right or wrong
responses to these answers or statements.
1. What is your current age? ________________________ years-old
2. What is your current relationship status?

o
o
o
o
o
o

Single
In a relationship but not legally married (common-law)
Married
Separated
Divorced
Widowed

3. If you are in a relationship, is it monogamous (only one sexual partner)?

o
o
o

Yes
No
Not in a relationship

4. How long are you in your current relationship (if applicable)?
___________________
5. How old were you when you had your first sexual experience? __________________
6. What is the total number of sexual partners you had in your lifetime? _________
7. Have you been tested for HIV?

o
o

Yes
No

8. Have you been tested for any sexually transmitted disease?

o
o

Yes
No

9. What is your sexual orientation?
142

o
o
o
o

Heterosexual (sexual relations with only men)
Homosexual (sexual relations with only women)
Bisexual (sexual relations with both men and women)
Prefer not to answer

10. What is your highest level of education?

o
o
o
o
o
o

Less than high school
Completed high school
Technical (Trade) school
Associates of Science (2-year college)
Bachelors of Science Degree (4-year college)
Graduate Degree (Masters or Doctoral)

11. Are you currently employed?

o
o

Yes
No

12. What is your yearly level of income? (Answer in Trinidad dollars)

o
o
o
o
o
o
o
o

Less than $25,000
$25,001 to $50,000
$50, 001 to $75,000
$75,001 to $100,000
$100,001 to $125,000
$125,001 to $150, 000
More than $150,001
Prefer not to answer

13. What is your race?

o
o
o
o
o
o
o

East Indian
African
Caucasian (White)
Chinese
Hispanic
Mixed race
Other: Please specify ____________________________
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14. What is your religion?

o
o
o
o
o
o
o
o
o

Roman Catholic
Hindu
Muslim
Baptist
Methodist
Presbyterian
Jehovah‟s Witness
Other Christian: Please specify ______________________________
Other Non-Christian: Please Specify __________________________

15. Would you consider yourself religious?

o
o
o

Very religious
Somewhat religious
Not religious

16. How often do you attend religious services?

o
o
o
o
o
o

Two or more times per week (specify _____________________)
Once per week
Two times per month
Once per month
Only on special occasions
Not at all

17. If you do something bad, do you think God will punish you?

o
o

Yes
No

18. How strongly do your religious beliefs influence your daily life?

o
o
o

Very much
Somewhat
Not at all

19. Do you use any type of drugs?

o
o

Yes
No
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o

Sometimes

20. If you do use drugs: what type do you use? Please specify
______________________________________________
21. If you do use drugs: How often do you use? Please specify
___________________________________________________
22. Do you drink alcoholic beverages?

o
o

Yes
No

23. If you drink alcohol: what type is it (select all that applies)

o
o
o
o
o
o
o

Beer
Wine
Rum
Vodka
Scotch whisky
Cocktail
Other (please specify) __________________________________

24. If you drink alcohol: how much and how often do you drink? (choose one answer)

o
o
o
o
o

More than 3 alcoholic drinks per day
1-2 alcoholic drinks per day
More than 3 alcoholic drinks per week
1-2 alcoholic drinks per week
Only on special occasions (family meeting, weddings, farewells)

25. Do you smoke cigarettes?

o
o

Yes
No

26. Does smoking cigarettes make you want to drink more alcohol?

o
o
o

Yes
No
Not applicable (does not smoke cigarettes)
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APPENDIX F
HIV KNOWLEDGE QUESTIONNAIRE

For each statement, please choose the answer that best represents your point of view.
There is no right or wrong answer. By completing the questionnaires, you are consenting
to be a part of this study. Choices are:
True = T
False = F
I don‟t know = DK
Circle the answer that best describes your knowledge
about HIV infection

True

False

I
don’t
know

1. Coughing and sneezing DOES NOT spread HIV

T

F

DK

2. A person can get HIV by sharing a glass of water with someone
who has HIV
3. Pulling out the penis before a man climaxes/cums keeps a
woman from getting HIV during sex
4. A woman can get HIV if she has anal sex with a man

T

F

DK

T

F

DK

T

F

DK

5. Showering, or washing one‟s genitals/private parts, after sex
keeps a person from getting HIV
6. All pregnant women infected with HIV will have babies born
with AIDS
7. People who have been infected with HIV quickly show serious
signs of being infected
8. There are a vaccines that can stop adults from getting HIV

T

F

DK

T

F

DK

T

F

DK

T

F

DK

9. People are likely to get HIV by deep kissing, putting their
tongue on their partner‟s mouth, if their partner has HIV
10. A woman cannot get HIV if she has sex during her period

T

F

DK

T

F

DK

11. There is a female condom that can help decrease a woman‟s
chance of getting HIV
12. A natural skin condom works better against HIV than does a
latex condom
13. A person will NOT get HIV if she or he is taking antibiotics

T

F

DK

T

F

DK

T

F

DK

14. Having sex with more than one partner can increase a person‟s
chance of being infected with HIV

T

F

DK
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15. Taking a test for HIV one week after having sex will tell a
person if she or he has HIV
16. A person can get HIV by sitting in a hot tub or a swimming
pool with a person who has HIV
17. A person can get HIV from oral sex

T

F

DK

T

F

DK

T

F

DK

18. Using Vaseline or baby oil with condoms lowers the chance of
getting HIV

T

F

DK
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APPENDIX G
THE CONDOM ATTITUDE SCALE
Directions: We are interested in how you feel about using condoms, and your perceived
risk of
getting HIV or AIDS if you do not use condoms during sex.
For each statement, please choose the answer that best represents your point of view.
There is no
right or wrong answer. Choices are:
0 = strongly disagree
1 = somewhat disagree
2 = neither agree or disagree
3 = somewhat agree
4 = strongly agree

Please circle the answer that
best describes your point of
view about condom use during
sex

Strongly

Somewhat

Neither

Somewhat

Strongly

disagree

disagree

agree or

agree

agree

1. A condom is not necessary
when you know enough about
the person to trust his word
about his past
2. A condom is not necessary
when you are with the same
person for a long time
3. A condom is not necessary
when you are pretty sure the
other person doesn‟t have a
sexually transmitted disease
4. A condom is not necessary
when you and your partner are
monogamous
5. A condom is not necessary
when you plan to marry the
person

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

disagree
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6. I am not inhibited (selfconscious) about buying
condoms
7. I would be embarrassed to buy
condoms
8. I wouldn‟t keep condoms at
home because someone (e. g.
my parents, siblings, friends)
might find out I was having sex
9. I‟m too old-fashioned to buy or
carry a condom
10. If I‟m not careful, I could catch
AIDS
11. If I engage in sexual
intercourse without using a
condom, I could definitely
catch a sexually transmitted
disease
12. If I engage in sexual
intercourse without using a
condom, I could definitely
catch AIDS
13. If I‟m not careful, I could
definitely catch a sexually
transmitted disease
14. I worry that I could catch a
sexually transmitted disease
15. I am concerned about catching
AIDS or some other sexually
transmitted disease

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4
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APPENDIX H
SAFE SEX BEHAVIOR QUESTIONNAIRE
Directions: We are interested in your sexual behaviors and practices.
For each statement, please choose the answer that best represents your point of view.
There is no
right or wrong answer. Choices are:
1 = Never
2 = Sometimes
3 = Most of the Time
4 = Always
Never

Please circle the answer that best
describes your point of view about
your sex behaviors and practices

Sometimes

Most of

Always

the Time

1. I insist on condom use when I have
sexual intercourse
2. I use cocaine or other drugs prior to or
during sexual intercourse
3. I stop foreplay long enough to put on a
condom (or for my partner to put on a
condom)
4. I ask potential sexual partners about
their sexual history
5. I avoid direct contact with my sexual
partner‟s semen (cum)
6. I ask my potential sexual partners about
a history of bisexual/homosexual
practices
7. I engage in sexual intercourse on a first
date
8. I abstain from sexual intercourse when I
do not know my partner‟s sexual history
9. I avoid sexual intercourse when I have
sores or irritation in my genital (private)
area
10. If I know an encounter may lead to
sexual intercourse, I carry a condom
with me
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1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

11. I insist on examining my sexual partner
for sores, cuts, or abrasion in the genital
(private) area
12. If I disagree with information that my
partner presents on safer sex practices, I
state my point of view
13. I engage in oral sex without using
protective barriers such as a condom or
rubber dam
14. If swept away in the passion of the
moment, I have sexual intercourse
without using a condom
15. I engage in anal intercourse

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

16. I ask my potential sexual partners about
a history of IV drug use
17. If I know an encounter may lead to
sexual intercourse, I have a mental plan
to practice safer sex
18. If my partner insists on sexual
intercourse without a condom, I refuse to
have sexual intercourse
19. I avoid direct contact with my partner‟s
blood
20. It is difficult for me to discuss sexual
issues with my sexual partners
21. I initiate the topic of safer sex with my
potential sexual partner
22. I have sexual intercourse with someone
who I know is a bisexual or gay person
23. I engage in anal intercourse without
using a condom
24. I drink alcoholic beverages prior to or
during sexual intercourse

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4
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